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“,. what about Lilly advertising ?” 


“You have never seen a product advertisement prepared 
by Eli Lilly and Company which was intended for the 
public. Why? Because they believe that if they were 

to do so with their particular type of products, they would 
tend to encourage improper self-treatment and interfere 


with your prescriptions for scientific medication.” 
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among all 


antibiotics 
Pediatricians 


often choose 


AUREOMYCIN 


Hydrochloride Crystalline 


because... Aureomycin may be given by the oral, or in an emergency 
by the intravenous, route, Aureomycin readily and rapidly 
diffuses into all the tissues and fluids of the body. 


Aureomycin in divided small dosage has given serum levels 
comparable with those following one large dose. 


Aureomycin is clinically effective in the control of infec- 
tions of bacterial, rickettsial, and large viral origin. 


Aureomycin has been reported to be effective against 
susceptible organisms in: Bronchiolitis + Bronchitis « 
Colitis + Epidemic Diarrhea + Childhood Genitourinary 
Infections « Laryngotracheobronchitis » Secondary Infee- 
tions following Measles « Mucoviscidosis (pancreatic fibro- 
sis) « Neonatal Infection + Otitis Media - Mastoiditis « 
Pertussis Pneumonia Scarlet Fever «Secondary Invasion 
following Varicella 

Throughout the world, as in the United States, aureo- 
mycin is recognized as a broad spectrum antibiotic of 

established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100. 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 ce. of distilled water. 


LEDERLE LABORATORIES DIVISION avenrcey Ganamid covessy 30 Rockefeller Plaza, New York 20, N.Y. 
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A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


Pines. This section is unexcelled for Its healthful 
Ample facilities are afforded for recreational and occupational therapy, particularly out- 


‘Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life fe problems; and by adjustment to his 8 personality difficulties or 
disease. Two en 


modification of personality tra’ a cure or improvement it 
physicians and a limited number of patients afford individual treatment In each case. 


For further information write: 


The Pinebluff£ Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


VERSATILITY 
Aitter 


UNIVERSAL TABLE 


Model B, Type 2 


THE ULTIMATE IN MULTI-PURPOSE TABLES 


Specially designed, custom-built, to meet all the varying requirements of the G.P. 


Extremely flexible, locks securely in any desired position: chair, head low, gynecologi- 
cal, proctologic, etc. Complete with adjustable headrest, perineal cut-out, irrigation 


pan, knee rest, stirrups and hand wheel operated tilt mechanism, Smooth motor-driven 
hydraulic elevation, 264%” to 44%”. Tilts 45° head low; rotates 180°. Length, 80”, 


headrest and knee rest extended; width, 23”, Resilient sponge rubber cushions; vinyl- 
coated moisture-proof nylon fabric. Visit our showrooms for a demonstration. 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 
Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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"uae YOU 
HELPED 
BUILD 
THIS 
DOOR’ 


We could not have built it alone—that’s certain. “Teamwork” 
and “cooperation” are much overused words, but in the case of 
the growth of Hospital Saving Association no other words could 
provide a better explanation for the Association's high standing 
in the community. Early in the Blue Shield movement when sur- 
gical plans from states all over the nation sought Blue Shield 
sponsorship, Hospital Saving Association brought the coveted 
approval to North Carolina. 


Surgical benefits of nearly 7 million dollars tell only a small part 
of the success story. The entire story certainly is one that could 
not have been told without the help and understanding of the 
members of the medical profession. 


*Entrance to Hospital Saving Association’s new building in Chapel Hill, where 
for the first time in 15 years all departments are under one roof. 


THE MEDICAL SOCIETY OF THE 
STATE OF NORTH CAROLINA SPONSORS Ee 


HOSPITAL SAVING ASSOCIATION 


(BLUE CROSS-BLUE SHIELD) 
CHAPEL HILL, N. C. 
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in promary atypical pneumonia: 


“It is our clinical impression, 
supported by the presented data, 
that terramycin is the drug of 
choice in the treatment of atypical 
pneumonia in infants and children.” 


Graves, F. B., and Ball, W. O.2 
J. Pediat, 39:155 (Aug.) 1951 


ANTIBIOTIC DIVISION 
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Terramycin is also indicated in a wide range of 


GRAM-POSITIVE BACTERIAL INFECTIONS 
{ Lobar pneumonia * Mixed bacterial pneumonias 
Bacteremia and septicemia 

i j Acute follicular tonsillitis 

Septic sore throat * Pharyngitis 
3 Acute and chronic otitis media 

Acute bronchitis + Laryngotracheitis 

\ Tracheobronchitis * Sinusitis 


( ) Chronic bronchiectasis 

w . 
Pulmonary infections associated 

with pancreatic insufficiency 
| é Scarlet fever * Urinary tract infections 

z Acute and subacute purulent conjunctivitis 


| * Acute catarrhal conjunctivitis 
Chronic blepharoconjunctivitis 
not involving the meibomian gland 
Abscesses * Cellulitis 
p Infections secondary to Acne vulgaris : 
i | Erysipelas * Peritonitis 
GRAM-NEGATIVE BACTERIAL INFECTIONS 


Gonorrhea * Brucellosis 

Bacteremia and septicemia 

Friedlander’s pneumonia 

Mixed bacterial pneumonias 

Pertussis * Diffuse bronchopneumonia 
Post-partum endometritis * Granuloma inguinale 


atiable aus 
Dysentery Urinary tract infections 


CAPSULES Respiratory tract infections 

| ELIXIR { Cellulitis * Peritonitis * Tularemia 
ORAL DROPS SprROCHETAL INFECTIONS 

INTRAVENOUS | Syphilis * Yaws Vincent’s infection 

OPHTHALMIC RickKETTSIAL INFECTIONS 

Epidemic typhus Murine typhus 

OPHTHALMIC \ Scrub typhus Rickettsialpox 

| Q fever * Rocky Mountain spotted fever 


INFECTIONS 


' | Primary atypical pneumonia (virus pneumonia) 
Lymphogranuloma venereum * Trachoma 
PROTOZOAL INFECTIONS 


Amebiasis 


CHAS. PFIZER & CO., INC.. Brooklyn 6, N.Y. 
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SELECTED MEDICAL FILMS 


+». FROM THE SQUIBB MEDICAL FILM LIBRARY 


Ask Your Squibb Professional Service Representative 
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SSouiss Medical Film Library offers selected motion pictures 
for showings at your medical group, staff meeting, or hospital — 
without cost or obligation. 


These special films present a pictorial clinic of important medical 
subjects and new forms of therapy, of particular interest at 
medical schools, conventions, staff meetings, and to special hospital 
groups. Actual filming of these motion pictures was supervised by 
eminent medical authorities. Most films are in color, 16 mm. width, 
majority with sound track. Running time is from 5 to 45 minutes. 


You may obtain a catalog of Squibb Medical Films from your 
Squibb Professional Service Representative, or by writing directly 
to us. Your Squibb Professional Service Representative will also ob- 
tain the films for you and handle all arrangements for the showings. 


E. R. Sguips & Sons, 745 Fifth Avenue, New York 22, New York 
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Pathology—THOMAS B. WILSON, M.D., Raleigh 


vil 
| 
| 
| 
(| | 


Sulfonamide Mixture Therapy At Its Best 


For greater clinical safety plus the advantages of 
more rapid absorption, better tissue distribution and 
faster therapeutic effect. 


TRICOMBISUL Tablets, 0.5 Gm. total 
sulfonamides, each tablet containing 0.166 Gm. of 
sulfacetimide, sulfadiazine and sulfamerazine. 


TRICOMBISUL Liquid, 0.5 Gm. total sulfonamides 
(0.166 Gm. each of sulfacetimide [solubilized] , 


sulfadiazine and sulfamerazine) per teaspoonful (4 cc.). 
*T.M. 


etl CORPORATION BLOOMFIELD, NEW JERSEY 
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\citrus|is virtually 
NON-ALLERGENIC 


TYPICAL PATCH TEST 


Over 400 infants and children from 

2 weeks to 6 years of age acted as test 
subjects to check the incidence of 

~~ sensitivity to orange juice. After 
PA 2 to 12 months’ observation,* 
“no disturbance of bowel function 
(diarrhea or constipation) that could 

be attributed to the orange juice” 

was found. Also, the occurrence of 
regurgitation and rashes was 

“minimal”. In the rare instances of 
sensitivity, care exercised by gentle 
reaming of juice (or the use of 

frozen concentrate) to avoid 
contamination with peel oil usually 
obviates the difficulty. 

*J. Pediat. 39:325, 1951 


FLORIDA CITRUS COMMISSION ¢ LAKELAND, FLORIDA 


ORANGES GRAPEFRUIT TANGERINES 
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relieved almost immediately by switching to 


Mull-Soy* Milk is often a common factor in producing symptoms of allergy in 
infants and children. In a clinical study of 140 infants showing an allergy to cow's milk, 
Clein brought about almost immediate relief by eliminating milk and changing to Mull-Soy.* 
In addition to the most frequent symptoms of eczema, vomiting, colic and diarrhea, 
Clein listed no less than nine other symptoms, including “nose cold”, asthma, choking and 


toxemia which were relieved by switching to Mull-Soy from the milk formula previously used. 


Mull-Soy is high in unsaturated fatty acids and supplies essential nutritional requirements 


of protein, fat, carbohydrates, and minerals...contains no animal protein... 


is low in cost, easy to prepare. Available in drugstores in 1514 fl. oz. tins. 


*Clein, Norman W.: Cow's Milk Allergy in Infants, Ann. Allergy 9:195 (March-April) 1951. 


MULL-SOY 


a liquid, homogenized, vacuum-packed food 


easy to prescribe...easy to take...easy to digest 
“first in hypoallergenic diets for infants, children, adults” 


The Borden Company, Prescription Products Division, 350 Madison Avenue, N. Y. 17 
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Meat and its Important Contribution 
of Essential Minerals 


With the exception of calcium and iodine,’ meat, as customarily consumed, 
makes an important contribution to the mineral needs of the American people. Its 
minerals include those needed in substantial amounts as well as those needed in 
trace amounts only. 

The array of data listed below gives the approximate amounts of essential 
minerals provided by muscle meat when seven ounces per day are consumed.! 
The minerals include those now known to be essential components of the human 
organism—the skeletal framework and teeth, soft tissue structures including blood, 
and substances concerned in regulatory functions. 


APPROXIMATE MINERAL CONTENT OF MEATS 
200 Gm. (approx. 7 oz.),! Edible Portion (Uncooked) 


Beef Round Lamb Leg Pork Loin Veal Shoulder 
Minerals, total? 2.0 Gm. 1.8 Gm. 1.8 Gm. 2.0 Gm. 
Calcium? 22 mg. 20 mg. 20 mg. 22 mg. 
Chlorine’ 147 mg. 136 mg. 125 mg. 147 mg. 
Copper* 0.2 mg. 0.2 mg. 0.2 mg. 0.2 mg. 
*Todine* (Ohio animals) 0.02 mg. 0.03 mg. Data notavailable 0.01 mg. 
Tron’ 5.8 mg. 5.4 mg. 5.0 mg. 5.8 mg. 
Magnesium*® 46 mg. 42 mg. 39 mg. 46 mg. 
Phosphorus’ 360 mg. 426 mg. 372 mg. 398 mg. 
Potassium’ 661 mg. 610 mg. 559 mg. 661 mg. 
Sodium’ 164 mg. 152 mg. 139 mg. 164 mg. 
0.0002 mg. - ata yet ———— 
tManganese* 0.03 mg. 0.03 mg. 0.02 mg. 0.03 mg. 
tZinc* 9.4 mg. ata not yet — 


*Iodine content of meat varies with the iodine content of feed of the animals. 
{Needed in trace amounts only. 


The average values for iron, phosphorus, and copper of the four kinds of meat 
shown constitute about 46, 25, and 100 per cent, respectively, of the National 
Research Council’s recommended daily allowances for adults, and the average 
values for chlorine, potassium, and sodium constitute about 14, 63, and 16 per 
cent, respectively, of the estimated daily adult needs, as based on mineral balance 
studies.® Although no specific information is available on the quantitative needs 
for cobalt, magnesium, manganese, and zinc, nutrition information would suggest 
that the amounts reported above have nutritional importance or significance. 

In addition to its notable content of essential minerals, meat also furnishes large 
amounts of biologically complete protein and important amounts of vitamin B 
complex, which includes biotin, choline, folic acid, inositol, niacin, pantothenic 
acid, pyridoxine, riboflavin, thiamine, and vitamin B,,.. On the basis of its rich 
contribution of nutritional essentials, meat well deserves its prominent place in 
the daily diet of the American people, the world’s best-nourished people. 


1. Recent estimates of the U. S. Department of Agriculeire J.: Bridges’ Dietetics for the —_—- ed. 5, } 
indicate that the per capita consumption of meat in the Philadelphian Lea & feer, 1949, p. 800. 
seven ounces per day. 5. Mitteldorf, A. J., and Landon, D. O.: Analytical Chem- 
2. Watt, Merrill, A. L.: Composition of Foods stry; Spectroc 1emical Analysis of Beef for Mineral- 
i ny Venous Prepared, In Agriculture Handbook Element Content, Armour Research Foundation of Illi- 
No. 8, United States Department of Agriculture, 1950. nois Institute of Technology. In Press. 
3. Estimated on basis of protein ~ og of meats. Sher- 6. Dauphinee, J. A.: Sodium, Potassium, and Chloride 
man, H. C.: Food Products, oo . New York, The Malnutrition, Including. Water Balance and Shock, in 
Macmillan Company, 1948 Bp. 35 Jolliffe, N.; Tisdall, F and Cannon, P. R.: Clinical 
4. Ohio animals; varies with i tS of feed. John- Nutrition, New York, BiB Hoeber, Inc., 1950, p. 341. 


The Seal of Acceptance denotes that the nutritional statements ee 
made in this advertisement are acceptable to the Council on ‘Ey: 
Foods and Nutrition of the American Medical Association. 7a? 


4 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Can be used Safely in the Prolonged 
Control of Rheumatoid Arthritis 


AFTER TREATMENT: 
Diminution of pain, increased mobility, and 
visibly decreased effusion and swelling 


BEFORE TREATMENT: 
Periarticular swelling and hydrarthrosis 


Rehabilitation Achieved Through Conservative Dosage 


Management in Everyday Practice 

The use of simple laboratory tests (sedi- 
mentation rates, urinalyses, blood counts, 
blood pressure, and frequent weight re- 
cordings), indiidualized adjustment of 
dosage, ful clinical observation 
will permit most patients to benefit mate- 
rially . . . without fear of undesired effects. 


Effective Antirheumatic Response 


Effective antirheumatic response was 
achieved in all 100 patients in a long-term 
study at the Mayo Clinic. More than 50 of 
these arthritics were maintained on 50 mg. 
or less daily. In no case was it necessary to 
withdraw the hormone. 


Ward, L. E., Slocumb, C. H., Polley, H. F., Lowman, 
E. W., and Hench, P. S.: Proc. Staff Migs., Maye 
Clinic 26: 361, September 26, 1951. 


Literature on Request 


Cortone’ 


ACETATE 
(CORTISONE Acetate Merck) 


MERCK & CO., Inc. 
Manufacturing Chemists 
RAHWAY, NEW JERSEY 
(mn Canada: MERCK & CO. Limited—Montreal 
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CHARLOTTE 3, N. C., 1513 Camden Street 


what do you look for 
in an x-ray machine? 


value 


Rightly, you regard the purchase of an x-ray machine as a long-term invest- 
ment. You'll get year after year of faithful service from a Picker machine; 
it’s honestly built of fine materials by painstaking craftsmen, without skimp 


or compromise. 


is it ease of operation? 


The automatic monitor control principle was pioneered by Picker; we have 
led the industry ever since in reducing the complexity and increasing the 
certainty of x-ray operation. Picker machines are noted for the smooth, quiet 
way they run... for the ease with which they “handle.” 


is ita nai you can trust? 


Building fine apparatus is a habit of over half a century's standing with 
Picker. Wherever quality counts...in hospital x-ray departments, in the 
offices of distinguished radiologists the world over, you will find Picker 
equipment highly regarded. And your investment will always be safeguarded 
by an alert service organization which has won an enviable reputation for 


devotion to the customer's interest. 


a P 


Users say the Picker “Constellation” 
x-ray table is without peer in the 
range of things it can do, and the 


does not require such versatility; 
somewhere in the broad Picker line 
there’s a model exactly suited to 
your professional demands. 


WINSTON SALEM, N. C., 1016 Vernon Avenue 


icker machine that you want 


all you expect 


efficiency with which it does them. PICKER X-RAY 
Perhaps the nature of your practice 98 Seuth Broadway, 


DURHAM, N. C., P. O. Box 994 


CORPORATION 
, White Plains, N. Y. 
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fail to meet. In the shock following 
severe infections, burns, er major surges 

id in prolonged convalescence, the problem 

supply may be answered by subcutaneous, 

intamuscular or intravenous Injection. 


Upjohn Adrenal Cortex, 


Upjohn / 


by the development of extracts which provide 


cof the natural adrenal cortical hormon 


ooo 


Lach oo. of Cortex Extract 
contains the biolog! equivalent 
te mg. of ay 
: 


wandardized by the Rat Liver Glyee 


Upjohn 
Research 


: Stress states may bring about an increased 
demand for corticoid hormones that even a 
physiologically hyperactive adrenal COMLEN + 
eq. 
Upjohn research adrenal structure and 
function bas aided the practice of medicine 
Supplied ine 10 Wee sig 
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to ACTH 
and CORTISONE 


®€ In clinical practice it is clearly wise to test the urine of both 
diabetic and non-diabetic patients for sugar at intervals 
during administration of cortisone or ACTH and to carry 
Out appropriate investigations and treatment if glycosuria 


occurs. Particular caution is necessary for diabetic patients. 99 
Sprague, R.G.: Cortisone and ACTH, Am. J. Med. /0:$67, 1951. 


To avoid such clinical surprises and simplify clinical control, 

ACTH and cortisone therapy is profitably preceded, accom- 
panied and followed by routine testing for urine-sugar. 
Clinitest Reagent Tablets provide a rapid, reliable and con- 
venient method—easily used by both physician and patient. 


C L | N IT E S le detection of urine-sugar 


BRAND + REG. US. PAT. OFF. 


REAGENT TABLETS 


You can assure regular, reliable urine-sugar analyses 
by prescribing the Universal Model Set (No. 2155). 
Available at all pharmacies at $1.50. 


AMES company, Inc. 


ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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Ideal 
Infant Feeding 
Formula 


COUNCIL ON 
FOODS AMO 
wUTRITION 


S-M-A is a complete formula. 


) Unmatched in similarity to healthy mother’s milk, 
S-M-A provides all essential food elements, including 
vitamins and minerals well in excess of recommended 
daily allowances. 


S-M-A is an economical formula. 


Only water need be added. Since the addition of 

i nutritive elements is unnecessary, the initial cost is 
the whole cost. And the whole cost of the complete 
S-M-A formula is less than 1¢ per ounce. 


S-M-A Liquid S-M-A Powder 


Wijeth Wyeth Incorporated, Philadelphia 2, Pa. 
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Versatile is the word for this Maxicon. Capable of a wide 
range of diagnostic service, it has ample facilities for both 
radiography and fluoroscopy, horizontally and vertically. 
Hand-tilt or motor-driven, the single-tube radiographic 
} and fluoroscopic table is designed for operation with 100 
or 200 ma generators. Its table-mounted tube stand makes 

it compact — ideal for small room. 
See your x-ray representative or write X-Ray Depart- 
ment, General Electric Company. 


: ONE TUBE DOES DOUBLE DUTY 
IN THIS MAXICON 


GENERAL @@ ELECTRIC 
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without 
mouth a 
without 
saliva= 4 
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The thought of meals without salt is unappealing 
to most patients who are placed on a salt-restricted diet. 


The prescription of Neocurtasal can prove a 
to be a most encouraging measure. 


Neocurtasal is a “trustworthy, nonsodium-containing salt 
substitute”? designed to make the low sodium diet palatable. 


For all salt (sodium)-free diets—Neocurtasal may be used 
wherever sodium restriction is indicated: congestive heart failure, 
hypertension, arteriosclerosis, pregnancy (to forestall 

tendency to fluid retention). It contains potassium chloride, 
ammonium chloride, potassium formate, calcium formate, 
magnesium citrate and starch. Potassium content 36% ; 

chloride 39.3%; calcium 0.3%; magnesium 0.2%. 


: 


® 


SALT WITHOUT SODIUM 
Available in 2 oz. shakers and 8 oz. bottles. 


? 
*) 


1. From Burton Stevenson’s “Home Book of Proverbs, 


° Maxims and Familiar Phrases:” 
<S INC. Macmillan Co., 1948, p. 2028. 
New Your 16, N.Y. Wiwosoa, Om. 2. Heller, E. M.: The Treatment of Essential 


Hypertension. Canad. Med. Assn. Jour., 
61:293-299, Sept., 1949, 


Neocurtasal, trademark reg. U.S. & Canada 
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Like every doctor, he finds it necessary to regulate 
his time with care. Because the representatives of pharmaceutical 
houses are usually trained to condense useful information, Dr. Harris 
regularly sees those men whose visits he has found to be 


worth his time. They save him hours of reading about pharmaceutical 
developments which can help him practice better medicine. 
In two minutes, for example, Dr. Harris received the following 
useful facts from a medical service representative 
who had spent many hours studying and condensing 
material in order to report that 
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‘Amphedroxyn Hydrochloride’ offsets fatigue 


(METHAMPHETAMINE HYDROCHLORIDE, LILLY) 


It has been demonstrated with human subjects 
that ‘Amphedroxyn Hydrochloride,’ by imparting 
a sense of increased energy, delays fatigue. 

This property enhances the usefulness of the 
drug which is used primarily to combat obesity 
by curbing the appetite. Although its potency 
permits it to be used at less frequent 

intervals than amphetamine, ‘Amphedroxyn 
Hydrochloride’ produces relatively few 
undesirable side-effects. 


Gitly EL! LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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OF PREMATURITY* 
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The prevention of premature births is an 
important factor in the problem of reducing 
neonatal mortality over the coming years. 
Any review of the rather voluminous liter- 
ature on prematurity reveals that it ac- 
counts for more than 50 per cent of the 
neonatal deaths. Although there has been a 
gradual decline in the neonatal death rate 
over the years, this decrease has been great- 
er in the term-infant group than in the pre- 
mature group (fig. 1). Better facilities in 
modern centers for the care of premature 
infants and such advances in therapeusis as 
the antibiotics will lead to further reduc- 
tion. However, a minimum point will soon 
be reached beyond which it will be difficult 
further to reduce premature deaths on these 
bases alone. 


General Factors in Prematurity 


Dunham”) has found (fig. 2) that 57 per 
cent of the deaths in premature infants oc- 
cur in the first 24 hours following delivery, 
and that another 33 per cent occur in the 
remainder of the first postnatal week. In 
general, factors which are operative in this 
high early mortality are the initial birth 
weight of the infant and obstetric compli- 
cations. 

In figure 3, Dunham” shows that in the 
group of neonatal deaths occurring under 
one month, prematurity alone was assigned 
as the major cause of death in 49 per cent 
‘Presented before the Joint of on Pedi- 


atrics and the Section on Gyn rics, Medical 
Society of the State of North Careline, Pinehurst, yo 8, 1951. 


*From the Department of Obstetrics and Du 
University School of Medicine. Durh: 
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of the cases. Other infants in this group 
may have been premature, but in infants 
with birth injury and congenital malforma- 
tion this was only a contributing cause. 

Douglas’, in a survey from Great Britain, 
showed that 86 per cent of the babies weigh- 
ing 214 pounds or less died; 69.5 per cent 
from 2% to 3% pounds; 24.6 per cent from 
314 to 4% pounds; 8.43 per cent from 414 
to 5144 pounds; and 2 per cent from 514 to 
6% pounds. Brockway, Reilly and Rice, 
in a similar analysis, revealed a mortality 
of 87.5 per cent in those weighing less than 
1000 Gm.; 35.5 per cent in the 1000 to 1500 
Gm. weight group; 13.5 per cent in the 1500- 
2000 Gm. group; and 0.3 per cent in the 
2000-2500 Gm. group. Both these studies 
suggest that each week of maturity mate- 
rially increases the prognosis of the prema- 
ture child. 


As previously mentioned, however, birth 
weight is not the only responsible factor in 
premature mortality ; obstetric complications 
in the mother are of great import. Taylor, 
Phalen, and Dyer) illustrated this point 
well. The total per cent of fetal loss was more 
than twice as high in each weight group of 
infants when the mother’s pregnancy was 
complicated. Tyson), in a 15 year study of 
prematurity at Philadelphia Lying-In Hos- 
pital, felt that the two most important com- 
plications were toxemia of pregnancy, which 
resulted in a mortality rate of 37 per cent 
in all prematures born of toxic mothers, and 
placental and cord complications leading to 
a 63 per cent death rate. (This included all 
babies, stillborn and live-born.) 

In general, the percentage of prematurity 
reported in the literature varied. Pomerance 
and Steiner reported 4.3 per cent (only 
babies weighing less than 2250 Gm. were 
included), Dougles’) 7 per cent, Tyson‘) 9.4 
per cent, Taylor and others 13.3 per cent, 
Brockway” and others over 15 per cent. 
In an analysis of figures from 1946 through 
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Figures in parentheses are net percentage decreases, 1935-48 


PREMATURE BIRTH 


Deaths under | month per 1,000 live births: 
(logarithmic scale) 


ALL OTHER CAUSES 


NONWHITE 7 


ALL RACES 


(logarithmic scale) 


Deaths under | month per 1,000 live births 


1 


1935 40 


1935 40 45 ‘48 


Fig. 1. Neonatal mortality rates from premature birth and all other causes, by race: United States, — 


1935-1948 (National Office of Vital Statistics). 


1950 at Duke Hospital (tables 1, 2, and 3), 
the percentage of prematurity was 10.4, and 
neonatal mortality in these infants 20.3 per 
cent, accounting for 76.5 per cent of the to- 
tal neonatal mortality. It is interesting to 
note that over the years there has been very 
little fluctuation in the incidence of prema- 
ture birth. This fact was noted by Tyson"? 
also. 

With these above facts in mind, we might 
inquire into some of the possible causes of 
premature delivery, with the thougnt that 
knowing these we can more intelligently aim 
at a program for prevention of early prema- 
ture delivery. 


Causes of Prematurity 

Sociologic factors 

Race seems to affect the incidence of pre- 
maturity. Premature birth is higher in the 
Negro race than in the white (Dunham, 
Brockway, Reilly and Rice“), Pomerance and 
Steiner’). These and other authors believe 
that this is because Negro babies weigh less 
at the same maturity level than white babies. 
They show that if 2250-2350 Gm. be ac- 
cepted as the maximum weight for Negro 


Percent of tote! infonts dying under! yoor from premature birth 
° 2s 7 


Deoths in ist doy 
Otter delivery 


Dectns inrest 
of lst week | 
33% | 


Deotns during rest 


| of ist yeor 


ot Ist month 


Deatns under i months 96% of deoths under | yeor 


Fig. 2. Distribution of causes of death under 1 
month: United States, 1948. 


Percent of tote! deaths in neonetal period 
25 30 ™ 


Birth 
Premature birth injury 

and 
unknown couses 


Congenite! 
Other specified couses 

Other diseases peculior 

' To the first yeor, 

congenital debility 


Toto! deaths from prenoto! and note! couses 69% 
of infonts dying under! month 


Source. Metional Office of Vitel Stotistics 


Fig. 3. Age distribution of deaths under 1 year 
from premature birth: United States, 1948. 


| 
110 
22 
BO BY | 
NONWHITE 
18 18 
| 
ALL aces 
(17%) 
WHITE 
| 
WHIT | 
(28%) (34%) 
| 
| 
| 
| al 
| 


March, 1952 


Table 1 
Deliveries at Duke Hospital, 1946-1950, with Distri- 
bution of Stillborns, Neonatal Deaths, and 


Total Fetal Loss. 
TOTAL 
NEONATAL TOTAL FETAL 
YEAR’ STILLBORNS DEATHS DEATHS LOss 


1946 15 29 6 30 21 59 80 
1947 14 38 8610 20 24 58 82 
1948 24 Ad 6 23 30 67 97 
1949 19 28 10 25 29 53 82 
1950 26 38 4 19 30 57 87 


TOTAL 98 177 86. 117 184 294 428 


babies, the incidence of prematurity is about 
the same. 

Occupation: Douglas’, in his exhaustive 
study of prematurity, found a lower inci- 
dence of premature birth in the wives of 
professional and salaried workers as com- 
pared to the wives of wage-earners and man- 
ual workers. However, Tyson), in his 15 
year study, noted that in spite of the marked 
shift from ward to private patients and the 
higher incidence among white patients, the 
incidence of prematurity remained essential- 
ly unchanged. 

Primiparity and maternal age: Douglas”? 
noted that the risk of prematurity was great- 
est among primiparas (8.3 per cent as 
against 5.6 per cent for subsequent preg- 
nancies). This seems to be a general finding. 
The age of the mother apparently plays a 
part in this picture. Douglas”) felt that from 
26 to 30 years was the best age at which to 
have a first baby; the least favorable age 
was 20 years or younger. Waters and 
Wager, in a study of primaparas over 35 
years of age, noted that premature delivery 
occurred more frequently in these women 
than in a similar number of primiparas be- 
low the age of 25 years. Marchetti and 
Menaker™”, in a study of young primigravi- 


das from the age of 12 through 16 years, | 


noted a higher incidence of prematurity in 
this group. 

In considering the interval between preg- 
nancies, Douglas’ noted that, whatever the 
mother’s age, the incidence of prematurity 
was consistently high with birth intervals 
of two years or less (table 4). The lowest 
incidence of prematurity occurred in the 26 
to 35 year age group, when pregnancies were 
spaced not less than 2 or more than 6 years 
previously. 

Prenatal care seems to be an important 
factor in the prevention of prematurity. 
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Table 2 


Deliveries at Duke Hospital, 1946-1950, with 
Distribution of Premature Infants. 


Total No. Prema- Incidence of 
Year Deliveries Term ture Infants Prematurity 
1946 1434 1279 155 10.8 
1947 1511 1379 132 8.7 
1948 1430 1264 166 11.5 
1949 1426 1273 153 10.7 
1950 1441 1292 149 10.3 
TOTAL 7242 6487 755 10.4 

Table 3 


Percent of Prematurity, Stillborn, Premature and 
Neonatal Deaths at Duke Hospital, 1946-1950 
Incidence Prematurity, 1946-1950 (5 years)— 
10.4 per cent 
Total Fetal Loss—5.9 per cent (in 7,242 deliveries) 
Percentage stillborns—3.8 per cent 
Percentage neonatal deaths—2.1 per cent 
Percentage premature deaths—4.1 per cent 
Percentage term deaths—1.8 per cent 
Total Fetal Deaths—428, 294 premature 
or 68.6 per cent 
Total live-born infants—6,967 
Total live-born prematures—578, 117 died 
or 20.3 per cent 
Total live-born term—6,389, 36 died or 0.56 per cent 
Total neonatal deaths—153, 117 premature 
or 76.5 per cent 


Table 4 


Incidence of Prematurity as Related to Pregnancy 
Spacing (Based on data by Douglas®)). 


Premature 

Years (Per Cent) 
1 or less 19.3 
- 6.4 
2-3 4.8 
3-4 4.1 
4-6 4.0 
Over 6 6.5 


Douglas®) showed that the incidence of pre- 
maturity was almost twice as high in women 
who had received inadequate prenatal care 
as in those whose care was adequate (10.5 
per cent and 5.8 per cent in first pregnan- 
cies; 9.3 per cent and 3.5 per cent in subse- 
quent pregnancies). He also noted an in- 
creased incidence of prematurity in women 
who worked. This was 13.7 per cent in those 
who worked until 11 weeks or less before 
delivery, and 6.0 per cent in those who stop- 
ped 20 or more weeks prior. Tyson noted 
that in 1930 only 40 per cent of patients 
fulfilled the minimum requirements for pre- 
natal care (4 visits), whereas over 90 per 
cent did in 1944, with little influence on the 
number of premature infants but an increas- 
ing number of big premature infants, and a 
decreasing number of babies under 10W0 Gm. 

Diet: Tyson noted that improvement of 
dietary intake by large amounts of proteins, 
vitamins, and minerals in 750 pregnant 
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women resulted in not a single premature 
delivery in this group, whereas 37 premature 
deliveries occurred in a similar group of pa- 
tients not on a diet. Burke found an in- 
creased incidence of prematurity in women 
on protein-poor diets. Similar findings were 
noted by Smith” in Holland, and Ebbs, 
Tisdall, and Scott”. 


Obstetric complications 

Pomerance and Steiner noted that compli- 
cations of pregnancy were present in 46.5 
per cent of women going into premature la- 
bor; Bookstaver™ noted complications in 
49.2 per cent; Taylor and others in 28 per 
cent. 

Toxemia: Pomerance and Steiner 
in two reports, stated that toxemia of preg- 
nancy was the most common maternal com- 
plication noted in the group of premature 
infants. Table 5 shows the incidence of com- 
plications as noted by Bookstaver™ and Ty- 

Toxemia of pregnancy is generally re- 
garded as the most common maternal com- 
plications noted in premature labor". Ham- 
ilton, Jeffcoate, and Lester", in a study of 
fetal mortality in toxemia, stated that the 
factors chiefly concerned in deaths of in- 
fants born of toxemic mothers were prema- 
turity and immaturity. The placenta was 
often found to be small and its blood vessels 
and circulation damaged to some extent, 
with resulting fetal anoxemia, leading to 
stillbirth and premature delivery. They noted 
a fetal loss of 13 per cent in pre-eclampsia, 
25 per cent in chronic hypertension, 27 per 
cent in nephritic toxemia, and 48 per cent 
in hypertension. The greater number of 
deaths in this group was stillborns. 

Pomerance and Steiner™®, in a_ special 
study on the influence of toxemia, noted that 
it was the factor responsible for the highest 
incidence of stillbirths (only 14.6 per cent 
born alive at 33 weeks or less), but that 
those premature infants born alive had a fa- 
tality rate of 8.3 per cent. Figures in the 
same weight group were comparable in ba- 
bies born alive of toxemic and non-toxemic 
mothers. The fatality rate of infants born 
of toxemic mothers from 34 to 37 weeks 
equalled that of babies born between 37 and 
40 weeks. 

Chesley and Annetto* showed that the 
higher the initial pressure in toxemia, the 
greater the fetal mortality. 
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Table 5 


Incidence of Maternal Complications as Related 
To Premature Delivery 


Placenta 


13.4 
13.0 


12.6 
20.0 


Bookstaver‘?) 
Tyson() 
Hawkins & 
Merkel(!!) 
Pomerance & 
Steiner 9%) 


Premature 
Separation 


& Placenta 
Previa 


Premature separation of the normally im- 
planted placenta was found to occur in 4.5 
to 5.0 per cent of the mothers giving birth 
to premature infants. This condition is often 
associated with toxemia, and this association 
was found by Sexton, Hertig''*’, and others, 
to increase fetal loss nearly five times that 
of toxemia alone. 

Placenta previa occurs in about 3 per cent 
of mothers delivering premature babies. Wil- 
liams"®), in a survey of the literature, noted 
fetal mortality rates varying from 23 to 46.8 
per cent. This mortality rate was reduced 
to 10 per cent in babies of 74 women who 
did not have bleeding until term or close to 
term. A similar reduction was found by 
Johnson") following conservative therapy. 

Syphilis has become less and less common- 
ly a cause of premature delivery and still- 
birth. This is due to improved methods of 
treatment and a better public health pro- 
gram. 

The Rh factor is absent in a slightly high- 
er percentage of women with recurrent abor- 
tion than in women going to term according 
to Hunt". When sensitization is present, 
premature delivery and stillbirth are com- 
mon. 

Diabetes leads to an increased incidence 
of prematurity and stillbirths. 


Other factors 

There are many women delivered prema- 
turely in whom no particular complication 
is noted (approximately 50 per cent). Some 
of the factors mentioned under sociologic 
factors may have some bearing on this prob- 
lem. 

We enter into the theoretical realm when 
we try to deduce the cause of all these pre- 
mature deliveries. Certain patients undoubt- 
edly have some inadequacy of the placenta 
with a reduction in the placental hormones, 
leading to premature delivery. Ovular de- 
fects account for some premature deliveries, 
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as in the case of anencephalic monsters and 
other gross abnormalities frequently deliv- 
ered prior to maturity. 

Premature rupture of the membranes in 
the absence of abnormalities is difficult to 
explain. Knox and Hoerner'®) theorize that 
an infectious process in the cervical canal 
might extend to the overlying membranes, 
producing inflamed and friable membranes 
which might give way under strong Brax- 
ton-Hicks contractions or other strain. They 
showed pathologic changes with acute and 
chronic inflammation in prematurely rup- 
tured membranes. 


Prevention of Prematurity 

Sociologie factors 

The important answer to most of these 
causes of prematurity—increased incidence 
in primiparas, mothers under 20 years of 
age, and those with inadequate prenatal care 
—can be stated simply: more and better pre- 
natal care, with special emphasis on this 
particular group of patients. Planned preg- 
nancies, with better contraceptive advice in 
the lower income group, will help to reduce 
the higher prematurity rate resulting from 
too rapidly recurring pregnancies. Beiter 
dietary advice, with social agency support 
of protein and mineral supplements for pa- 
tients unable to afford them may be of help. 
We should like to suggest further support of 
laboratories investigating toxemia of preg- 
nancy and of laboratories doing general clin- 
ical work among underprivileged patients. 


Obstetric factors 

The lowering of the incidence of toxemia 
of pregnancy will greatly reduce prematuri- 
ty. Prevention of toxemia is not always pos- 
sible, but its occurrence is minimal in pri- 
vate patients with good prenatal supervi- 
sion, dietary intake, and limited weight gain. 
This we should strive for in all patients. 

Premature separation of the placenta will 
decrease with the decreasing incidence of 
toxemia of pregnancy. However, it seems 
unlikely that this will ever be an entirely 
preventable accident. Some patients with a 
minimal separation and bleeding can be 
treated conservatively, with the realization 
that each increased week of pregnancy ma- 
terially increases the infant’s chance for life. 

Placenta previa is not preventable, but its 
expectant treatment in many clinics in the 
recent years has resulted in a marked de- 
crease in fetal and neonatal mortality be- 
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cause of the increased size of infants deliv- 
ered. This has been done without materially 
increasing maternal mortality. However, this 
expectant treatment, in our opinion, should 
involve hospitalization during this period, in 
a medical center with emergency facilities. 


Better control of the diabetic patients, 
with the added use of steroid hormones as 
advised in some clinics, has resulted in a 
decrease in premature deliveries and still- 
births in this group of patients. 


Treatment 
A great deal has been said pro and con re- 
garding the treatment of patients who habi- 
tually lose late pregnancies or deliver pre- 
maturely. 

Smith and Smith”, in a study of normal 
primaparas treated during pregnancy with 
diethylstilbestrol as compared to a similar 
group of primiparas who were untreated, 
noted a lower incidence of prematurity in 
the treated patients. Those premature in- 
fants born to the treated patients were un- 
usually large and mature for their gestation- 
al ages. In another study?” of 180 women 
who were treated with stilbestrol for the 
late pregnancy complications, 76 women had 
had spontaneous premature delivery in 83 
per cent of their previous pregnancies. De- 
spite the administration of stilbestrol, 49 
per cent again delivered prematurely, but 
the pregnancies were generally carried long- 
er and the infants were larger and more 
mature for their gestational periods, thus 
reducing fetal mortality from 77 per cent to 
20 per cent. Davis and Fugo®”", administer- 
ing large doses of intramuscular progester- 
one (up to 50 mg. oil per day) in one group 
of patients with repeated pregnancy wast- 
age, and large doses of diethylstilbestrol in 
another group used as a control, demonstrat- 
ed a 66.7 per cent salvage in the progesterone 
group and a 45.2 per cent salvage in the stil- 
besterol group. Echner and Kunin®*, in a 
bestrol group, Echner and Kunin'?), in a 
ruptured membranes, were able to extend 
pregnancy in 5 of 14 patients from 2 to 10 
weeks after rupture by very large doses of 
progesterone given intramuscularly. This 
therapy apparently is of little value if the 
patient is in active labor. 


Summary 
The incidence of premature delivery ap- 
parently varies from 4.8 to 15 per cent. This 
rate has changed little over the years. This 
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small group of babies accounts for at least 
half of the neonatal mortality. Any great re- 
duction in neonatal mortality must mean a 
decrease in the incidence of premature de- 
liveries. 

Primiparity, especially in young women, 
too early repetition of pregnancies, inade- 
quate prenatal care and dietary intake are 
accompanied by an increase in premature de- 
livery. 

Obstetric complications such as toxemia 
of pregnancy, premature separation of the 
placenta, and placenta previa are common 
causes of premature delivery. These compli- 
cations at least double the fetal and neonatal 
mortality in premature delivery. 

Unexplained premature rupture of the 
membranes and inadequate placental output 
of gonadotrophins and steroid hormones are 
causes of premature delivery in some pa- 
tients. 


Conclusions 

1. Improved prenatal care seems to be a 
must if there is to be any reduction in pre- 
mature deliveries. This is especially true in 
young primiparas, in women with too fre- 
quently repeated pregnancies, and in those 
with a history of toxemia. Better prenatal 
care is also necessary if the incidence of 
toxemia of pregnancy is to be decreased. 

2. Premature separation of the placenta 
will be decreased with a decrease in toxemia. 
It may be managed conservatively at times. 
Placenta previa is not preventable, but can 
be treated conservatively in some patients 
under hospital conditions, with the prolonga- 
tion of pregnancy. 

3. Diethylstilbestrol apparently increases 
the maturity and size of the fetus, and has 
decreased fetal mortality rate in some clin- 
ics. Progesterone administered intramuscu- 
larly in large doses has increased fetal sal- 
vage in poor risk patients, and prolonged 
pregnancy in some instances of premature 
rupture of the membranes. 
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Maintaining health: Many patients will accept 
treatment, placing all responsibility on the doctor, 
but shudder at the idea of any moderation on their 
part. The low value placed on health until sickness 
comes is astonishing, and some people even then 
hesitate to pay the necessary price for it. Surely, 
in the troubled days in which we live, health is all 
the more precious because so many things have 
fallen in value. You cannot devalue health. — Sir 
John Parkinson: The Patient and the Physician, Ann. 
Int. Med. 35:309 (Aug.) 1951. 


Silence is golden, but not always in physicians, 
whose silence may often do far more harm than 
speech, Silence gives consent, and it may be consent 
to the fears universally felt by people who are ill. 
Put yourself in the patient’s place—some day you 
may have to. Patients resent the omission of any 
clear statement of what is the matter and what 
should be done about it, and they go away and say, 
“My doctor told me nothing.” There are constant 
complaints that a physician does not fully and fairly 
express his opinion and advice at the end of a con- 
sultation, This is every patient’s due; the formal 
and technical report should be for his doctor.—Sir 
John Parkinson: The Patient and the Physician, Ann. 
Int. Med. 35:312 (Aug.) 1951. 
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THE MANAGEMENT OF LABOR AND 
DELIVERY IN THE INTEREST OF 
THE PREMATURE INFANT 


DONALD L. WHITENER, M.D. 
WINSTON-SALEM 


In view of the vastly improved nursing 
and pediatric care available to the newborn 
infant, it behooves the physician practicing 
obstetrics to re-examine periodically his re- 
sponsibility for the welfare of the premature 
infant. Statistically, one out of every 20 in- 
fants is delivered prematurely; yet over one 
half of the neonatal deaths in liveborn in- 
fants occur in premature infants. In the 
North Carolina Baptist Hospital, during the 
past seven years, the incidence of prematuri- 
ty has been 6 per cent, but 77 per cent of the 
total neonatal deaths occurred in this group. 
Enlightened obstetric management combined 
with proper neonatal care should cause a 
reduction in premature mortality with a sig- 
nificant effect on total infant salvage. 


Material 

The records of 458 consecutive premature 
deliveries at the North Carolina Baptist Hos- 
pital, from 1944 to 1950, were reviewed in 
an effort to isolate the factors which might 
affect the survival of the infant. In 29 in- 
stances of twin pregnancy, both infants were 
premature; therefore, a total of 487 babies 
were included in this study. Infants weigh- 
ing less than one pound, or 454 Gm., were not 
included. 


Condition of the Infant at Birth 

In the first general review of these cases, 
it was apparent that a direct relationship 
existed between the condition of the baby 
at the time of delivery and its chance for 
survival. When the infants are divided into 
the two weight groups of more than 4 pounds 
and less than 4 pounds, the mortality rates 
are considerably higher among those infants 
who, for one reason or another, were in 
poor condition at delivery (table 1). In the 
less than 4 pound group, the corrected mor- 
tality rate for infants in good condition was 
only 15.9 per cent; for those in poor condi- 
tion the mortality was 49 per cent. Sim- 
ilarly, infants weighing more than 4 pounds 
who were Gelivered in satisfactory condition 
had a mortality rate comparable to that of 
term-size babies, whereas those in poor con- 
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Table 1 


MORTALITY 
NUMBER OF | TOTAL GROSS | NON-PREVENTABLE | PREV VENTABLE | CORRECTED | 
INFANTS | DEATHS | MORTALITY DEATHS OEATHS MORTALITY | 


UNDER 4 LBS 
GOOD CONDITION 82 220% 5 199% 
POOR CONDITION 3s 20 27 492% 

| 137 €5 25 40 292% 


OVER 4 L8S | 
GOOD CONDITION x3 10 32% 16% 


POOR CONDITION 37 ? 189% 


5 

3 
TOTAL 350 _ 49% RS 8 
COMBINED TOTALS 467 “16 8% 


Table 2 
CAUSES OF DEATH 
| <000 co T ON at WRT poor CONDITION AT BIRTH 
TOTAL 
[over UNDER 4 L8S OVER | UNDER 4.85 
CONGENITAL ANOMALIES 2 | 2 2 ° 6 
INTRACRANIAL HEMORRHAGE 4 ° 9 
PNEUMONIA (ASPIRATION) | 3 ' ' © cy 
DIARRHEA 2 2 ° 
ERY THROBLASTOSIS ‘ ° ° ° ' 
NO DEMONSTRABLE PATHOLOGY 2 9 4 22 7 
PREMATURITY 
[ (WEIGHT UNDER 1000 GMS) 19 9 
TOTAL 10 18 7 aT 82 


dition had a mortality rate of 10 per cent. 
In the group of nonpreventable deaths, we 
have listed only those due to congenital 
anomalies incompatible with life, diarrhea 
late in the neonatal period, erythroblastosis, 
and birth weight less than 1000 Gm. 

In the 487 infants there were 82 deaths. 
The causes of death are shown in table 2. 
Congenital anomalies accounted for 6 deaths. 
Intracranial hemorrhage caused 9 deaths, 
with all fatalities occurring in the less than 
4 pound weight group. Aspiration pneumo- 
nia affected the larger babies. Diarrhea 
caused 4 deaths; erythroblastosis 1; and 
syphilis 1. However, in 37 deaths (or 45 per 
cent of the total), there was no demonstra- 
ble cause of death other than atelectasis and 
prematurity. Improved obstetric and pedi- 
atric care in the future should reduce the 
number of deaths, particularly in this cate- 
gory. 

It is well known that the survival of a 
premature infant is directly related to its 
size and weight at delivery. The percentage 
of infants surviving has been plotted for 
each 14 pound weight group, from 2 pounds 
to 5% pounds (fig. 1.). There is a progres- 
sive increase in survival rates from 20 per 
cent for the smallest viable infants in the 
less than 214 pound group, to a 99 per cent 
in the more than 5 pound babies. In addi- 
tion, the infants in poor condition at delivery 
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RELATION OF CONDITION OF PREMATURE BABY AT BIRTH TO SURVIVAL 
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Figure 1 


have been separated from those in good 
condition, and corresponding survival curves 
obtained. As is demonstrated, even the small- 
est infants have a good chance of growing to 
maturity when vigorous at delivery, while 
only the larger premature infants can over- 
come an initial depression which causes 
them to be listless and cyanotic at birth. 


Complications of Pregnancy 

It now becomes important to examine the 
factors influencing the condition of the in- 
fant at delivery. Complications of pregnan- 
cy, such as maternal bleeding and toxemia, 
certainly affect the condition of the infant, 
and thereby alter its prognosis. 

In this series, toxemia occurred in 18 per 
cent of the cases, hemorrhage in 16 per 
cent, and syphilis in 0.7 per cent (table 3). 
Although the obstetrician cannot entirely 
prevent abnormalities, he must be prepared 
to treat each complication adequately, when 
it is recognized. 

Toxemia of pregnancy, if properly man- 
aged, does not, however, alter the mortality 
for small infants, unless further complicat- 
ed. In a recent study on the influence of 
toxemia on the fatality rate, Pomerance and 
Steiner, from the Jewish Hospital of Brook- 
lyn, stated that they found no difference be- 
tween the fatality rate of premature infants 
born to mothers with toxemia and that of 
premature infants born to mothers who had 
no toxemia. Their data also indicated that, 
from the standpoint of the fetus, it would 
not be necessary in cases of toxemia to carry 
pregnancy beyond the thirty-fourth week. 
The additional chance of placental separa- 
tion or placental deterioration, if pregnancy 
is permitted to continue, cancels the advan- 
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Table 3 


COMPLICATIONS IN 458 PREMATURE LABORS 


UNCOMPLICATED LABOR 159] 35% 


SPONTANEOUS RUPTURE 
OF MEMBRANES 137 | 30% 


TOXEMIA 18% 
HEMORRHAGE 16% 
CONGENITAL ANOMALIES 5% 


SYPHILIS 


TWIN PREGNANCY. 
BOTH PREMATURE 


tage to the fetus of the extra ounces in 
weight it may attain. 

In another study, these authors were able 
to prove, statistically, that spontaneous pre- 
mature rupture of the membranes had no 
appreciable effect on fetal mortality when 
contrasted to late rupture of the membranes. 

Maternal bleeding, however, does definite- 
ly alter the prognosis for the premature in- 
fant. Significant vaginal bleeding, with defi- 
nite placental abnormality, occurred in 55 
cases of this series. In 27 instances the infant 
was under 4 pounds in weight, and 17 of 
these infants were delivered in poor condi- 
tion (only 10 in good condition). There was 
one death among those infants delivered in 
good condition (a 10 per cent mortality 
rate), but 14 neonatal deaths, or 82 per cent 
fetal mortality in those who were depressed, 
to some degree, at the time of delivery. There 
were 28 infants in the more than 4 pound 
group; 23 were delivered in satisfactory con- 
dition, with no fatalities, and 5 were deliv- 
ered in poor condition, with one neonatal 
death. Antepartum bleeding increases the 
risk to the small premature infant by pro- 
ducing anoxia from damage to the placental 
circulation directly, or by causing a drop in 
maternal blood pressure. 


Management 

In order to salvage a greater number of 
premature infants whose mothers are af- 
fected by these complications, the responsible 
physician must recognize the premonitory 
signs and symptoms. One must treat the 
hypertensive and _ pre-eclamptic mothers 
promptly, so that the gestation may be car- 
ried to a point at which the fetus has the 
best chance for survival. In the presence of 
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hemorrhagic complications the maternal 
blood loss must be replaced in order to avoid 
fetal damage from shock. Conservative treat- 
ment, when possible, will yield a higher per- 
centage of living children. Bed rest in the 
hospital, in a case of premature rupture of 
the membranes, will occasionally permit fur- 
ther time for growth of the fetus before 
spontaneous labor occurs. The problem of 
syphilis can be managed satisfactorily in the 
early prenatal period by the routine use of 
serologic tests for diagnosis. 


Controllable Factors 


There are, however, additional factors 
more directly controlled by the physician, 
which are likely to influence tne condition, 
and, therefore, the survival of the infant. 
We must include in this category the amount 
of analgesia, the type of anesthetic, and the 
method of delivery used, as well as the im- 
mediate postnatal care of the infant. For 
that reason, the records of this group of 
458 women were analyzed, to determine the 
influence of these factors on the condition 
of the baby and its ultimate survival. 


Anesthetic and Analgesic Agents 

It is impossible to differentiate the indi- 
vidual effects of the various anesthetic and 
analgesic agents in this series of patients, 
since combinations of agents were used in 
practically every case. However, the rela- 
tive importance of the usual combinations of 
analgesic and anesthetic drugs can be de- 
termined. The patients who were given no 
anesthetic are included in the group which 
received a regional anesthetic in the form 
of local infiltration, or spinal or caudal an- 
esthesia. The general anesthetic used most 
frequently was ether. Babies delivered with 
ethylene, cyclopropane, or with Sodium Pen- 
tothal given intravenously, were included in 
the group delivered under general anesthe- 
sia. The analgesic agents used included the 
usual barbiturates, as well as morphine, De- 
merol, and Pantopon. The total dosage of the 
drugs and the time of their administration in 
relation to delivery were found to be more 
important than the agent itself. For this rea- 
son, analgesia was estimated upon a basis of 
the total dosage and the time of administra- 
tion, as follows: 

1. No analgesia of significance was con- 
sidered to have been used if only a moderate 
dose of one or more standard analgesic 
agents was given more than eight hours prior 
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EFFECT OF ANALGESIA AND ANESTHESIA ON CONDITION OF INFANT AT BIRTH 


OVER 4 POUNDS 
70}- 


sok UNDER 4 POUNDS 


PER CENT IN GOOD CONDITION AT BIRTH 


MODE RATE GESia WE AVY MODERATE 
NO ANALGESIA | NOANALGESIA) ANALGESIA | ANALGESIA 


REGIONAL | REGIONAL | GENERAL REGIONAL GENERAL NERAL 
ANESTHESIA ANESTHESIA ANESTHESIA ANESTHESIA ANESTHESIA | ANESTHESIA 


Figure 2 


to the delivery of the child. 

2. A patient was classified as receiving 
moderate analgesia when she received only 
one injection of morphine, 10 mg.; Demerol 
or potent barbiturate, 100 mg.; or a combi- 
nation of one of these drugs with scopola- 
mine, between the sixth and eighth hour 
prior to delivery. 

3. The analgesia was considered heavy 
when larger doses of the drugs were used, 
when two or more analgesic drugs were ad- 
ministered, or when analgesics were given 
within six hours of the time of the patient’s 
delivery. 

A graphic analysis of the effects of these 
various combinations of analgesic and anes- 
thetic agents is shown in figure 2. Babies 
were divided into two major groups, con- 
sisting of those weighing more than 4 
pounds, and those weighing less than 4 
pounds. 

It is clear that babies weighing more than 
4 pounds can be delivered with excellent re- 
sults if regional anesthesia is used, or if 
only moderate analgesia is combined with 
light inhalation anesthesia. A distinctly ad- 
verse effect upon the condition of the baby 
is shown in the group of patients who re- 
ceived heavy analgesia and general anesthe- 
sia. This result is indicated more clearly by 
the condition of the babies weighing less 
than 4 pounds; 87 per cent of the group of 
small babies delivered with regional anes- 
thesia and no analgesia were vigorous and 
pink at the time of their delivery. The use of 
general anesthesia and increasing amounts 
of analgesia resulted in a progressive de- 
crease in the number of babies in good con- 
dition. Only 40 per cent, or less, of the 
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EFFECT OF METHOD OF DELIVERY ON CONDITION OF PREMATURE INFANT 


OVER 4 POUNDS 


60 


UNDER 4 POUNDS 


PER CENT OF INFANTS IN GOOD CONDITION 
° 
T 


SPONTANEOUS | | SPONTANEOUS BREECH CESARIAN 
| VERTEX | episiotomy | SREECH EXTRACTION | SECTION 


Figure 3 


smaller babies were not depressed when a 
combination of heavy or moderate analgesia 
and general anesthesia were used. 


Methods of Delivery 

In order to compare the various methods 
of delivery, the series was again divided into 
more than 4 pound and less than 4 pound 
groups (fig. 3). Little difference is noted in 
the effect of the varicus methods of delivery 
upon the larger premature infants in a ce- 
phalic presentation. The poor result of 
breech presentation would be expected. Also, 
90 per cent of the infants delivered by cesa- 
rean section were in good condition. In the 
less than 4 pound group, however, the use of 
the episiotomy yielded good results, as com- 
pared to the group of infants permitted to 
deliver spontaneously without the episioto- 
my. Poor results were obtained in the group 
of babies who were delivered from breech 
presentation, but the value of permitting 
spontaneous expulsion of the infant present- 
ing by breech is shown by a difference of 
20 per cent in the babies in good condition 
after this method of delivery, as compared 
to those delivered by breech extraction; 80 
per cent of the smaller infants delivered by 
cesarean section were in poor condition and, 
in this group, there was a correspondingly 
high fetal mortality. 


Neonatal Care 

A vast majority of the premature infants 
received good care in the immediate neona- 
tal period. According to our standa~ds, good 
immediate care includes: (1) aspiration of 
mucus and fluid from the mouth and naso- 
pharynx as soon as the mouth and nose are 
exposed; (2) maintenance of body warmth, 
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by placing the baby in a heated crib, not 
more than one minute after delivery; (3) ad- 
ministration of pure oxygen to the baby, 
with an open mask, within one minute of 
the time of delivery; (4) avoidance of all 
unnecessary trauma or handling of the baby. 

The cord is not tied until temperature 
and respirations have been stabilized in an 
incubator and the color of the baby is good. 
In the very small group of infants in our 
series who did not receive proper prenatal 
care, the mortality was significantly in- 
creased. 

Duration of Pregnancy 

In this series, it was found that the esti- 
mated duration of pregnancy was of much 
less importance than the clinical estimation 
of the size of the baby. Viable and healthy 
babies were born to mothers who were es- 
timated to be in the twenty-third week of 
pregnancy, according to all the usual meth- 
ods of calculation; while, on the other hand, 
babies who by weight were regarded as pre- 
mature were estimated to have been born 
as late as the forty-third week of pregnancy. 

Failure to observe special precautions for 
prematurity in the management of labor for 
patients presumed to be at term, as well as 
the administration of large doses of opiates 
in an attempt to stop labor for patients who 
are presumed by calculation to have a pre- 
viable pregnancy, lead to the delivery of 
asphyxiated babies that might otherwise 
have survived. 
Management 


The best results in the management of 
premature labor and delivery are obtained 
when no analgesic or sedative drugs are 
used, and either local or regional anesthe- 
sia is given for delivery. Vitamin K should 
be administered as soon as possible and re- 
peated during labor, to prevent neonatal 
hemorrhagic disease. Since fetal oxygenation 
is directly dependent upon oxygenation of 
the maternal blood, 100 per cent oxygen 
should be administered to the mother during 
the second stage of labor, and during de- 
livery. 

The premature infant must be handled 


with the greatest possible care. A large epi- 


siotomy should be performed before the pre- 
senting part meets the resistance of the 
pelvic floor, in order to avoid unnecessary 
trauma. Delivery must be accomplished by 
the gentlest possible methods, and the fetal 
head should be guided slowly through the 
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introitus. Rapid expulsion, with the sudden 


- release of pressure which occurs, frequently 


results in intracranial hemorrhage. Infants 
in breech presentation should be permitted 
to deliver spontaneously to the umbilicus; 
gentle assistance is then indicated, but su- 
prapubic pressure on the aftercoming head 
is hazardous, and should be avoided. The 
second of twins should be permitted to de- 
livery spontaneously, if at all possible. 


Summary 

It has been shown that the condition of 
the premature infant at the time of delivery 
is definitely influenced by analgesic drugs, 
anesthesia, and the method of delivery. 

In this series, no analgesia, regional an- 
esthesia, and controlled delivery, with a 
large episiotomy, gave the highest incidence 
of fetal survival. 

Prompt aspiration, pure oxygen, a warm 
crib, and a minimum of handling are essen- 
tial features of the immediate postnatal care 
of the infant. 
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ANESTHESIA FOR PREMATURE 
LABOR 


Prevention of Anoxia 


BEN C. OGLE, M.D. 
RALEIGH 


In our efforts to reduce the mortality 
among prematurely born infants who, while 
constituting but 5 per cent of the total num- 
ber of live births, contribute as many deaths 
to the total neonatal death rate as do all 
their full term brothers, it would seem wise 
to examine closely the available data re- 
lating to the time and causes of death of 
these infants. It will be found that most of 
the deaths among these infants occur early. 
According to one study’, one half of the 
premature infants who died were either still- 
born or died without responding to resusci- 
tative measures. Among those who did re- 
spond to resuscitative measures but later 
died, one half did so within the first 24 
hours after birth. It would seem, then, that 
if we are to affect the mortality rate among 
these infants to any appreciable degree, we 
must work chiefly through these forces that 
are operative during the prenatal, natal, and 
immediate postnatal periods. 
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Anoxia as a Factor in Neonatal Mortality 

Among the forces which may be active 
during these periods and which may have a 
profound effect upon the survival of the 
premature infant is anoxia. In one study, 
anoxic injury was given as a primary cause 
of death in 60 per cent of all premature and 
full-term infant mortality”. 

Anoxia during these periods may occur 
from a variety of causes, some of which are 
preventable and some are not. Some are 
related to anesthesia administered to the 
mothers, and others are not. The incidence 
of anoxic injury to the child resulting from 
efforts to relieve the mother’s pain is diffi- 
cult to determine accurately, but, according 
to some studies, it is apparently considera- 
ble®). What is perhaps more important, such 
anoxia is for the greater part preventable 
and occurs as a direct result of something 
we have done. However noble our efforts to 
relieve the mother’s pain, we cannot escape 
the fact that anoxia in the child as a result 
of drug depression is a factor in neonatal 
mortality that does not occur in unattended 
births. 


Mechanisms by which Anowia is Produced 
In order to prevent anoxic injury to the 
infant as a result of anesthesia, one must 
understand the mechanisms by which it may 
occur. These may be outlined as follows: 
I. Drug depression 
A. Analgesics, hypnotics, sedatives 
B. Anesthetics 
II. Interference with oxygenation of mater- 
nal blood 
A. Asphyxiating doses of nitrous oxide 
and ethylene 
B. Drug depression of maternal respi- 
ratory center 
C. Interference with maternal airway 
III. Interference with the supply of mater- 
nal blood to the placental site: Fall 
in maternal blood pressure as a result 
of regional anesthesia. 


Drug Depression 

Anoxia most commonly occurs as a result 
of drug depression. Clinical experience leads 
to the conclusion that the placenta offers no 
effective barrier to the passage of any of 
the various depressants of the central ner- 
vous system that are used to allay the moth- 
er’s pain at childbirth, or to alter her re- 
action to it or memory of it. This is true 
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Table 1 


Effects of Central Nervous System Depressants 
Upon Onset of Spontaneous Respirations 
After Birth 
(From Irving and others').) 

Did not 
Breathed Breathe 
Immediately Immediately 
After Birth After Birth 
Agents (Per Cent) (Per Cent) 


No drugs or anesthetics —...... 98 2 
Pentobarbital and rectal ether 65 
Pentobarbital and 

scopolamine 
Amytal and scopolamine ...... 
Amytal and rectal ether 
Pantopon and rectal ether 
Pernocton 
Pentobarbital and 

paraldehyde 
Pantopon and scopolamine .... 

Table 2 
Incidence of Apnea in Newborn Infants Related to 
Central Nervous System Depressants 
Administered to Mothers 


(From Schreiber'#),) 
Per Cent 


No anesthesia or analgesia 
Anesthesia only 
Anesthesia and analgesia 


whether the depressants be sedatives, hyp- 
notices, analgesics, or anesthetics. 

A further important fact is that depres- 
sant drugs administered during labor seem 
to have a more profound effect upon the 
central nervous system of the infant than 
upon that of the mother. Anyone who has 
administered much obstetric anesthesia has 
seen instances in which mothers, whose cen- 
tral nervous system seemed hardly depressed 
at all and whose respirations were full and 
vigorous, have given birth to profoundly de- 
pressed infants. One pediatrician who has 
devoted a great deal of thought to this prob- 
lem has stated that he has never seen a child 
born of a mother in second plane anesthesia 
who breathed normally’. The increased sus- 
ceptibility of the infant’s central nervous 
system to depression by drugs is the only 
apparent explanation for the fact that the 
same concentration of the drug that pro- 
duces plane? anesthesia in the mother pro- 
duces plane’ anesthesia, or something close- 
ly akin to it, in the child. 

Of course, while the depressant drugs 
reach the infant in utero by way of the pla- 
centa, the anoxia the infant suffers occurs 
in the immediate postnatal period, and for 
the reason that, his central nervous system 
being depressed, there is a delay in onset of 
spontaneous respiration. Figure 1 illustrates 
the increased susceptibility of the premature 
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infant to drug depression, and points up 
the wisdom of abstaining from the use of ° 
depressant drugs in premature labor in 
the absence of a clearer indication than the 
desire to relieve the mother’s pain. 


Interference With Oxygenation of the 
Maternal Blood 

The second mechanism by which anoxic 
injury to the infant may occur as a result 
of efforts to allay the mother’s pain is that 
which occurs secondary to interference with 
the oxygenation of the maternal blood in 
the lung. This type of anoxia occurs, of 
course, while the fetus is in utero, and when 
it is dependent for oxygen upon the ma- 
ternal blood brought to the placental site. 


Asphyxiating gases 

Possibly the most common cause of in- 
terference with the oxygenation of the ma- 
ternal arterial blood is that which occurs 
as a result of too high a dilution of the moth- 
er’s inspired air with asphyxiating anes- 
thetic gases, namely, nitrous oxide and ethy- 
lene. These gases, compared to ether, chloro- 
form, and the like, are extremely weak an- 
esthetic agents. In an unpremedicated pa- 
tient and in the presence of a normal degree 
of oxygenation of the arterial blood, they 
cannot produce by their action per se pro- 
found depression of central nervous system 
function. Indeed they may not be able, in 
the presence of an adequate oxygenation 
of the arterial blood, to produce that degree 
of depression or plane of anesthesia which 
may be sought. They can, however, be made 
indirectly to produce any degree of depres- 
sion of the central nervous system. This is 
done when the amount of oxygen in the in- 
spired area is diluted to a degree that in- 
terference with the oxygenation of the arter- 
ial blood occurs, resulting in anoxia that 
further depresses the central nervous sys- 
tem. As the maternal central nervous system 
is depressed by anoxia, the fetal central 
nervous system is likewise depressed. More- 
over, this type of depression is more hazard- 
ous to the fetus than that which occurs as a 
result of drug action per se. For, in contrast 
to the depression caused by sedatives and 
analgesic drugs which ceases once the offend- 
ing agent is removed, the depression result- 
ing from anoxia not only alters the function 
of the central nervous system during the 
anoxia, but may cause structural changes 
which permanently alter the function of the 
central nervous system". 
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Fig. 1. The effect of analgesics upon the incidence (percentage) of asphyxia 
neonatorium in infants of varying degrees of maturity. (From Lund, C. J., in 


The child born of a mother who has been 
asphyxiated is in a more precarious position 
than one whose central nervous system is de- 
pressed as a result of drug action per se. 
For in the case of the child whose depression 
is a result of anoxia, the dangers of delayed 
onset of extra-uterine respiration are to be 
added to the dangers that have already re- 
sulted from anoxia occurring before birth. 

Eastman” has studied the problem of 
anoxia and the resulting neonatal apnea in 
the infants whose mothers were given ni- 
trous oxide and oxygen anesthesia in as- 
phyxiating doses. In his experience, nitrous 
oxide and oxygen. given in proportions of 
90 per cent to 10 per cent—and it is not un- 
common to see it so administered—for three 
minutes or longer, resulted in severe degrees 
of anoxia in 1 out of 3 babies. When given 
in proportions of 85 per cent to 15 per cent 
for less than three minutes, it did not seem 
to cause harmful anoxia. In this connection, 
it should be pointed out that, with proper 
care in administration, nitrous oxide comes 
nearest to producing the ideal in obstetric 
anesthesia than does any other agent, and 
it is a shame that abuse of the agent has 
caused it to fall into disrepute. Ore can, with 
nitrous oxide, relieve the mother’s pain with- 
out causing her to lose consciousness, with- 
out asphyxiating her or her baby, and 
without interfering with the prompt onset 


Am, J. Obst. & Gynec. 41:935 (June) 1941. Courtesy, the C. V. Mosby Co.) 


of spontaneous respiration in the child after 
birth. If it seems wise to allay the pain in 
the first-stage of premature labor, this tech- 
nique would seem the most rational way to 
do it. 


Other means 

Other means by which anoxia of the fetus 
may occur secondary to interference with 
the oxygenation of the maternal arterial 
blood are: (1) depression of the respiratory 
center of the mother as a result of drugs 
acting on her central nervous system; (2) 
obstruction to the mother’s airway. Space 
will not allow me to discuss the various 
mechanisms by which this obstruction may 
occur under anesthesia. Suffice it to say that 
the administration of a general anesthetic 
to a mother, particularly one in premature 
labor, when one cannot be sure beyond a 
reasonable doubt that her stomach is empty, 
would seem hard to justify. 


Interference with Blood Flow Through the 
Placental Site 

A third means by which measures de- 
signed to relieve the mother’s pain of labor 
may cause anoxia in the child is by inter- 
ference with the free flove of blood through 
the placental site, due to falls in maternal 
blood pressure. There is not currently avail- 
able a local anesthetic agent which, when ap- 
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plied to a mixed nerve, will selectively an- 
esthetize the pain fibers and leave unaf- 
fected those fibers having to do with the 
control of blood pressure. Therefore, with 
all the methods of regional anesthesia where- 
in exists an avenue along which the local 
anesthetic agent may travel from the site 
of injection to that part of the neuraxis 
where the nerve fibers for the control of 
blood pressure are concentrated, the threat 
of a fall in blood pressure exists. Such ave- 
nues exist with both spinal and peridural 
anesthesia, whether by the caudal or lumbar 
approach. 

In a report of 1200 caudal anesthetics for 
labor, 20 per cent of the fetuses showed 
signs of distress (slowing or irregularity of 
heart tones, expulsion of meconium) short- 
ly after the anesthetic drug was injected’. 
In 4 instances, signs of fetal life disappeared 
after the institution of caudal anesthesia. 
Falls in blood pressure that are well toler- 
ated by the mother may prove lethal to the 
fetus. 


Advantages of Regional Anesthesia 
The admirable results that can be obtain- 
ed with properly managed regional methods 
of anesthesia in premature labor are illus- 
trated by the report of Master and Rose’, 
who were able to report one of the lowest 
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death rates among premature infants in the 
literature (10 per cent). Moreover, they 
rightly pointed out the positive protection 
these methods of anesthesia afford the deli- 
cate premature infant through relaxation of 
the pelvic floor. To obtain such results, 
however, more than technical skill is re- 
quired. Understanding of the alterations in 
the physiology of parturition, circulation, 
and respiration these methods may entail 
are needed, so that deleterious effects may 
be prevented or combated, should they occur. 
There is available, however, a method of 
regional anesthesia which seems to have 
much to commend its use in premature la- 
bor—pudental block. While it will not give 
as complete relaxation of the pelvic floor 
as will the more commonly used methods 
of regional anesthesia, neither will it per se 
cause fetal anoxia. The simplicity by which 
the block can be accomplished (fig. 2) either 
in hospital or in home deliveries commends 
its use. While it will not relieve the pain of 
the first stage of labor, it will relieve that 
of the second stage, which has been shown 
by recent fairly objective measurement to 
be the most intense”. Under present con- 
ditions in North Carolina, this method of 
anesthesia, if widely adopted, would seem to 
offer the most promise in reducing the mor- 
tality among prematurely born infants. 


Fig. 2. Infiltration of the perineal branch of the posterior cutaneous and the 
pudental nerves for delivery. Insert A shows the episiotomy, and insert B 


shows the repair. 


(From Pitkin’s Conduction Anesthesia, edited by South- 


worth, J. L., and Hingson, R. A. Courtesy, the C. V. Mosby Company.) 


|_| | 
: | 
{ 
| 
| 
\ 7, a\ | 
‘ | 
| 
| 
| 
a 


March, 1952 


References 

1. Eastman, N. J.: Prematurity from the Viewpoint of the 
Obstetrician, Am. Pract. 1:343-352 (March) 1947, 

2. Clifford, S. H.: Fetal Anoxia at Birth and Cyanosis of 
the Newborn, Am. J. Dis. Child. 76:666-678 (Dec.) 1948. 

8. (a) Schreiber, F.: Apnea of the Newborn and Associated 
Cerebral Injury: A Clinical and Statistical Study, J.A.M.A. 
111:1263-1269 (Oct. 1) 1938. (b) Bundeson, N. H., and 
others, Factors in Neonatal Deaths, J.A.M.A. 111:134-141 
(July 9) 1938. 

4. Irving, F. C., Berman, S., and Nelson, B.: The Barbit- 
urates and Other Hypnotics in Labor, Surg., Gynec., & 
Obst. 58:1-11 (Jan.) 1934. 

5. Clifford, S. H., Cole, W. C. C., Smith, C. A., Lonsway, 
M..J.3 Roundtable Discussion’ of Neonatal Asphyxia, 
Proc., Am. Acad Pediat., J. Pediat.19:258-273 (Aug.) 1940. 

6. Courville, C. B.: Untoward Effects of Nitrous Oxide Anes- 
thesia, Mountain View, California, Pacific Press Publishing 
Association, 1939. 

7. Eastman. N. J.: Prevention of Fetal Anoxia, Am. J. Dis. 
Child. 76:661-665 (Dec.) 1948. 

8. Siever, J. M.: Continuous Caudal Anesthesia, Analysis of 
1200 Cases with Comparison of Methods, J.A.M.A. 125 :327- 
382 (June 8) 1944. 

9. Masters, W. H., and Ross, R. W.: Conduction Anesthesia; 
Protection Afforded the Premature Infant, J.A.M,A. 141: 
909-912 (Nov. 26) 1949. 

10. Javert, C. T., and Hardy, J. D.: Measurement of Pain 
Intensity in Labor and ‘its Neurologic and 
Pharmacologic Implications, Am & Gynec. 60:552- 
563 (Sept.) 1950. 


% 


THE HOSPITAL MANAGEMENT OF 
PREMATURE INFANTS 


ANGUS MCBRYDE, M.D. 
DURHAM 


The first step in keeping the premature 
infant alive is the initiation of adequate 
respiration. Fortunately, even in the prema- 
ture infant, resuscitation is spontaneous in 
the great majority of cases. Only the usual 
procedures of milking the trachea and as- 
piration of material from the oropharynx 
are necessary. However, as the immature 
infant is more subject to depression of the 
respiratory center due to anesthesia, narco- 
sis and fetal anoxia, and since his thoracic 
cage and respiratory muscles are less strong, 
there is always the possibility that resusci- 
tation will be necessary. 

Aspiration of material also is more fre- 
quent because of the decreased laryngeal re- 
flex. For several years we have been inter- 
ested in this problem, and met it at first by 
tracheal suction followed by continuous in- 
tratracheal oxygen through a Foregger valve 
set at a maximum of 15 mm. of mercury 
pressure. Under this method many infants 
who did not breathe for 10 minutes to two 
hours remained pink and subsequently were 
normal. We found, however, that continuous 
oxygen pressure did not allow for adequate 
elimination of carbon dioxide, and that ab- 
sence of the normal pumping action of the 
— tended to throw an increased 


From “the Department of Pediatrics, Duke University School 
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load on the cardio-circulatory system. There- 
fore, on the advice of Dr. C. R. Stephen, our 
anesthesiologist, we are now using intermit- 
tent oxygen pressure through an intratra- 
cheal catheter in series, with a bag and a 
non-rebreathing valve, so that the intratra- 
cheal pressure may be increased and de- 
creased, and insufflation occurs at the rate 
of 16 to 20 times per minute. The water 
manometer, which is usually set at 10 cm. 
of water pressure, acts as a safety valve. 
This apparatus (description to be published) 
is easy to use and relatively inexpensive as 
compared to the usual commercial respi- 
rator. 

The importance of administering oxygen 
to the premature infant for several days 
following birth must be stressed, as there 
is a relative tissue anoxia (especially in the 
small baby) although his color may be good. 
Such factors as the easily collapsible thorax, 
lack of capillary and alveolar epithelial de- 
velopment, and the presence of fetal hemo- 
globin make the continuous administration 
of oxygen necessary for the smaller prema- 
ture infants for one to two weeks. This can 
be accomplished in the Armstrong incuba- 
tor, with an oxygen concentration of about 
50 per cent, by a continuous flow of 3 liters 
per minute with the upper vents closed. If 
the incubator has been opened, the flow must 
be increased to 15 liters per minute for two 
minutes after closing it. It is necesary to 
test each incubator, as they may vary in 
this regard. Oxygen is second only to nurs- 
ing care and is the main expense in the 
premature nursery. It is often used longer 
than necessary. 


Sulfonamide and Penicillin Therapy 

Also worthy of mention is the early use 
of sulfonamides or penicillin in (1) infants 
who have required resuscitation, (2) infants 
born of infected mothers or mothers whose 
membranes have been ruptured for some 
time, (3) infants who are born outside the 
hospital, and (4) infants who display such 
symptoms as listlessness, vomiting, diarrhea, 
and fever. Therapy should be begun at once 
before a diagnosis is made, as waiting may 
result in death of the infant. Where kidney 
function has been well established, Gantri- 
sin, 1 grain per pound per day, may be 
given orally. Otherwise, we use penicillin, 
(10,000 units every 6 hours). Streptomycin, 
50 mg. every 6 hours, also should be given 
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if diarrhea occurs. We have seen no increase 
in monilia infections in our premature in- 
fants, although we have used penicillin for 
the past six years. Recently we have used 
terramycin, 20 mg. per pound, per day, but 
this causes diarrhea in many infants. 


The Prevention of Infection 

In order to aid in the prevention of in- 
fection, the premature nursery should have 
several units. No unit should contain more 
than four beds. First, one needs a small ob- 
servation unit in which infants admitted 
from the outside of the hospital may remain 
for approximately one week, during the first 
five days of which they are given penicillin 
as described above. In addition to the regu- 
lar nursery and observation unit, there 
should be, at some distance if possible, an 
isolation unit for those infants who are ac- 
tually ill when they come in and for those 
who acquire infection in the nursery. We 
find that infants often will be admitted to 
the observation unit with unrecognized in- 
fection, and these require immediate isola- 
tion. 

Since in many cases physical evidence of 
infection in premature infants does not ap- 
pear until it is too late for therapy, it is 
necessary for the physician in charge to have 

“an effective method of determining the in- 
fant’s condition daily. This is best accom- 
plished by adequate notes recorded by the 
nursing service at the time of each feeding. 
These data consist of the axillary tempera- 
ture, method of feeding, type of feeding, the 
amount given, the amount refused, and any 
regurgitation; also, how well it is taken. The 
number and appearance of the stools, urina- 
tion, medicaments, vitamin preparations giv- 
en, and a comment on the infant’s condition 
are included ; the house officer’s notes are also 
recorded on this sheet. A rapid study of this 
sheet for each 24 hour period in conference 
with the house staff and the nurse in charge 
gives an adequate picture of the infant’s 
progress. 

Nutrition 

Much has been written concerning weight 
curves, with emphasis on the need for rapid 
weight gain. This, it seems to us, has been 
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stressed too much, even to the point of 
“stuffing” the infant, with resultant regur- 
gitation and aspiration into the trachea. 

In infants weighing less than 1500 Gm. 
we routinely use gavage feeding, but sub- 
stitute one to two nipple feedings as soon 
as the infant’s condition will allow. The 
change to nipple feeding should be gradual. 
Infants weighing less than 1500 Gm. do not 
require food before 48 hours of age. 

Hydration of the premature infant has 
been greatly overstressed, especially the re- 
peated use of physiologic saline solutions 
which entail a marked increase in chloride 
intake. We seldom find it necessary to give 
subcutaneous fluids to premature infants, 
and then use equal parts of physiologic sa- 
line and 5 per cent dextrose solutions. 

Recent reports on the use of ACTH in 
premature infants suggest that it is not 
without danger, although it may be of some 
value in arresting retrolental fibroplasia. It 
should not be used except under carefully 
controlled conditions and for a specific pur- 
pose. 

It is our practice to supplement the diet 
of the premature in the second week with 
a water soluble multiple vitamin prepara- 
tion containing vitamins A, D and C, and 
the B complex, gradually reaching a dosage 
of 0.6 to 1 cc.* daily, and in addition to give 
50 mg. of vitamin C daily, making a total of 
100 mg. daily. Vitamin C has proved to be 
valuable in the metabolism of aromatic ami- 
no acids, which are found in relatively large 
quantities in cow’s milk. 

The administration of iron does not pre- 
vent the development of the so-called anemia 
of prematurity, but begun at 6 weeks’ of age 
is prophylaxis against the later incidence of 
iron deficiency anemia. We use 2 to 4 grains 
of ferrous iron in liquid form daily. 


Conclusion 

Once a routine has been established, the 
hospital care of the premature infant re- 
solves itself into adequate nursing, with one 
nurse on duty each eight hour period for 
not more than six infants. After the initial 
examination the physician should confine 
his duty to inspection of the nurses’ records 
and daily consultation with her concerning 
the infant’s progress. 

*Six-tenths cubic centimeter contains vitamin A 


5000 U.S.P. units, vitamin D 1000 U.S.P. units, B, 
1 mg.; B, 0.5 mg.; C, 50 mg.; niacinamide 10 mg. 
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EVALUATION OF THE NORTH 
CAROLINA PREMATURE 
INFANT CARE 
PROGRAM 


ROBERT J. MURPHY, M.D. 
RALEIGH 


Premature birth is the greatest single 
cause of neonatal and infant mortality in 
North Carolina, as well as in the United 
States’. Recognition of this fact has result- 
ed in the establishment of premature infant 
care programs such as this state has had 
for the past two and one half years.. 

Any public program needs to be evalu- 
ated at intervals in terms of its objectives so 
that the effort and the money expended may 
be directed into those channels which will 
strengthen it. Prematurity is recognized as 
both an obstetric and a pediatric problem. 
The obstetric effort is directed toward better 
prenatal care, such as the detection and 
treatment of abnormal conditions of preg- 
nancy, to lessen the chance of premature 
labor. If premature labor is imminent, then 
the management of the labor and delivery 
should be aimed toward minimizing the risk 
to the premature infant without endanger- 
ing the mother’). The pediatric aim is to 
place the premature infant in the type of 
environment that will give him the optimum 
chance for survival. To these may be added a 
third approach—that of public health. This 
principally has to do with the administration 
of such a program, case finding, and follow- 
up. 

A premature infant care program consists 
first of care, which includes early case- 


finding, transportation, and the use of prop- 
erly equipped hospitals manned by trained 
medical and nursing personnel, in strategic 
areas throughout the state. Investigation of 
the home and the follow-up of the infant’s 
progress is part of the continued care in 
such a program. A secondary aspect, which 
is just as important as care, is the education 
and training of doctors, nurses, and the 
public. A third phase is that of administra- 
tion. This paper will attempt to discuss and 
evaluate the above components of the North 
Carolina Premature Infant Care Program. 


~ From the North Carolina State Board of Health, Raleigh, 
North Carolina. 
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Care 

Case-finding 

In the early days of the program a bil! 
was passed by the Legislature requiring the 
reporting of all prematurely born infants to 
the local health departments within 24 
hours. This law needs to be emphasized fur- 
ther; a number of physicians and hospitals 
are not reporting births until after the in- 
fant becomes ill. The health department is 
then called and a request is made that the 
baby be taken to a premature center. 


Transportation 

Each county health department should be 
furnished with at least one infant carrier 
equipped with oxygen and heat. The ma- 
jority of the counties in this state are so 
equipped. Conferences are held with the lo- 
cal public health nurses to instruct them in 
the program and in the use of the carriers, 
which may also be used to transport infants 
to local hospitals as well as to the state spon- 
sored premature centers. 

Hospital care 

The original plan called for the establish- 
ment of seven premature infant centers in 
the larger hospitals of the state, located 
within a 60 mile radius of the majority of 
the population. The program was initiated 
in the only two hospitals in the state that 
approached the standards of a qualified pre- 
mature center, as set by the American Acad- 
emy of Pediatrics’. The two original cen- 
ters were enlarged and four others have been 
opened, making six centers in the state with 
a total capacity of 85 beds. 

All of the hospitals, with the exception 
of one which is used as a teaching hospital, 
bore their own costs of remodeling. In one 
instance the Junior League supplied the 
funds necessary to establish the center. The 
seventh of the originally proposed centers 
has not been opened because of the lack of 
funds. This proposed center, which was to be 
located in the Charlotte area, is greatly need- 
ed. In the past year the program has had to 
reduce the premature beds sponsored by it 
to two thirds of the capacity of the centers. 
Since there are still not enough beds in the 
approved centers to take care of the requests 
for hospitalization, priority has to be given 
to infants in the lower weight groups. The 
medical and nursing care which the prema- 
ture infants receive is of good quality, and 
there has been, in most cases, a marked re- 
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Table 1 
Duke Hospital Premature Infant (White) Mortality 
Statistics Before and After Opening of Center* 


Before Center (1947) After Center 
First Year Second Year 


Weight Group 
1000 Gm. or less 
1001-1500 Gm. 
1501-2000 Gm. 
2001-2500 Gm. 
TOTALS 22.2% 92 19.5% 85 
‘Infants born in hospital and admitted from outside. 


or No. Infants 
& No. Infants 
~1 No. Infants 


= 


o 


to im Mortality 


< 
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duction in the mortality since the centers 
opened (tables 1, 2, 3, 4, and 5). 


Secondary centers 

A plan was formulated to encourage oth- 
er hospitals in the state which had a quali- 
fied pediatrician on the staff to establish 
premature nurseries. A graduate nurse from 
the hospital was given a scholarship in a 
course in premature care, lasting from six 
to eight weeks. On her return, the nurse 
was placed in charge of the premature nur- 
sery. The hospital was given two incubators 
and designated as a secondary center. In 
the past year four of these secondary cen- 
ters have been established. Other hospitals 
which have been enlarged through grants 
of the Medical Care Commission have shown 
interest in the premature problem by re- 
questing consultations in the establishment 
of premature nurseries. 


Investigation of the home and follow-up 

The homes of the infants who are in the 
centers are visited by the local public health 
nurses prior to their discharge. The fam- 
ilies are advised as to the needs and equip- 
ment. Other agencies, such as the Welfare 
Department, have been cooperative in aid- 
ing needy families. When the infant returns 
home, the local public health nurse usually 
makes several visits. 

A one year follow-up of all premature in- 
fants coming under the program has been 
instituted. Questionnaires urging that the 
parents take the infant to their physicians 
or the local health department for examina- 
tion are sent out on the child’s first birth- 
day. Results of the first 119 of these ques- 
tionnaires reveal that 10 of the infants died 
within the year they graduated from the 
center. Four of the deaths were due to pneu- 
monia, 4 to diarrhea and enteritis, 1 to con- 
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Table 2 
Biltmore Hospital Premature Infant Mortality 
Statistics (White) Before and After 
Opening of Center* 


_ After Center 


Second Year 


Before Center (1948) 
_First Year 


No. Infants 


> 
= 
= 
= 
= 


100.0% 


Mortality 


Weight Group 
1000 Gm. or less 
1001-1500 Gm. 
1501-2000 Gm. 0 
2001-2500 Gm. 75.0 
TOTALS 43.0% 100 30.0% 91 


*Infants born in hospital and admitted from outside. 
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Table 3 
Baptist Hospital Premature Infant Mortality 
Statistics (White) Before and After 
Opening of Center* 


Before Center (1948) _ After Center 
"irst Year Second Year 


Mortality 
Mortality 


Weight Group 
1000 Gm. or less 
1001-1500 Gm. 
1501-2000 Gm. 11 
2001-2500 Gm: 43 64 
TOTALS 68 16.2% 138 


“Infants born in hospital and admitted from outside. 
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No. Infants 
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Table 4 
Watts Hospital Premature Infant Mortality 
Statistics (White) After Opening 
of Center 


First Year & Second Year 


Weight Group 
1000 Gm. or less 
1001-1500 Gm. 15 
1501-2000 Gm. 28 
2001-2500 Gm, 68 
TOTALS 116 
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Table 5 


Rex Hospital Infant Mortality Statistics (White) 
Before and After Opening of Center* 


Before Center (1944-1949) 


TOTAL ADMITTED 
TOTAL EXPIRED 
MORTALITY 


After Center 
First Year 
Mortality 


Weight Group No. Infants 


1000 Gm. or less 
1001-1500 Gm. 
1501 2000 Gm. 
2001-2500 Gm. 
TOTALS 
*Infants born in hospital and admitted from outside. 


| 
28.5% 
15.2 186 
93. 12.0% 
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Table 6 
Deaths After Discharge from Premature Centers* 
Causes of Death 


No. Discharged 


Weight Group 
1000 Gm. or less 
1001-1500 Gm. 
1501-2000 Gm. 
2001-2500 Gm. 


TOTALS 119 10 


genital heart disease, and the other to tu- 
berculosis. These deaths, with the possible 
exception of the one due to congenital heart 
disease, are preventable. In each case the 
death is queried. The infant who died of tu- 
berculosis had an itinerant uncle with an 
open case of tuberculosis (discovered later), 
who had visited the family after the baby re- 
turned home. 

The mental and physical development of 
the 109 infants who survived was not very 
different from that of a full-term infant, 
with the exception of the 2 in the lowest 
weight group (less than 1000 Gm.). The 
average weight at one year was between 19 
and 21 pounds. The average infant sat alone 
at 7 months, walked at 10 to 13 months, 
while the 2 in the lowest weight group sat 
alone at 8 months and walked at 18 months 
(table 6). 

The remainder of the 109 infants that 
survived the first year had abnormal find- 
ings in 18 cases on physical check-ups at one 
year. Two of the infants in the 1000 to 1500 
Gm. weight group had retrolental fibropla- 
sia. These, fortunately, were the only cases 
in the 109. There were 3 cases of cerebral 
palsy, 1 of hernia, 1 of harelip, 2 of strabis- 
mus, and 1 of rickets. 

It is evident that our follow-up of these 
premature infants needs to be strengthened 
by a closer supervision during the first year. 
This might be accomplished by contacting 
the parents at stated intervals throughout 
the first year, probably at the third, sixth, 
and ninth months, advising the mother in 
the care of the premature baby, and urging 
frequent check-ups by a physician. The im- 
portance of this care can be impressed on the 
mother by the nurses in the premature cen- 
ters before the child leaves. The local pub- 
lic health nurses can then continue to main- 
tain close contact with the family for at least 
one year. 


tot © Respiratory 


(C.H.) 


com No. Expired 


Gastrointestinal 
Intracranial 
Other 
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*One year follow up on initial 119 premature infants, 
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Education and Training 
Education is an integral part of any pre- 
mature infant program. Facilities for train- 
ing professional personnel in premature in- 
fant care are necessary. Training centers 
outside the state may be used until one is 
established in the state. 


Duke University Hospital is being devel- 
oped into a training center. At present a 
three weeks’ course is being offered to public 
health nurses, and plans are underway to 
provide an accredited clinical course in pre- 
mature care to serve the needs of those who 
work in hospital nurseries. It is hoped that 
with the establishment of a training center 
at Duke University, close coordination be- 
tween the pediatric department, obstetric de- 
partment, and the nursery can be worked 
out to give the very best premature training 
and experience. 

The program has helped in the establish- 
ment of an accredited course in premature 
care for Negro public health nurses at the 
North Carolina College in Durham. This is 
open not only to local public health nurses 
but also to regional public health nurses. 

Refresher courses for general practition- 
ers, pediatricians, and obstetricians are 
needed in the prevention of premature births 
as well as in premature care. The program 
has focused attention on the problem of 
prematurity, which has been a frequent sub- 
ject of the medical symposiums held in the 
state. 

Administration 

The Maternal and Child Health Section of 
the Department of Public Health, which is 
concerned with the activities to improve the 
care of mothers and infants, is the logical 
administrative unit for a statewide Prema- 
ture Infant Care Program. The State Health 
Department, through its local organizations 
and public health nurses, reaches the people 
in all parts of the state. The administrative 
unit plans and coordinates the program, with 
the aid of frequent conferences with the 
hospital, medical, and public health person- 
nel. 

Accurate records and statistics regarding 
premature infants are needed. 1950 was the 
first year in which birth weight was record- 
ed on birth certificates in this state, making 
it possible to tell with considerable accu- 
racy how many premature infants were 
born in North Carolina in the past year, 
and also the percentage of infants in each 
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Table 7 


Incidence of Premature Births in North Carolina* 
1950 


Incidence of 
Live Births Premature Weight Premature Births 


106,359 7,873 7.4% 


Classification of Premature Births by Weight Groups 


Weight Group No. Births Per cent 

1000 Gm. or less 

(2 lb., 3 oz. or less) 374 4.8 
1001-1500 Gm. 

(2 lb., 4 0z.-3 lb., 4 0z.) 678 8.6 
1501-2000 Gm. 

(3 lb., 5 0z.-4 lb., 6 oz.) 1483 18.8 
2001-2500 Gm. 

(4 lb., 6 0z.-5 Ib., 8 5338 67.8 


*Source: Division of Vital Statistics, North Carolina State 
Board of Health. 


of the four weight groups. It is well to point 
out that instead of the 5 per cent figure 
usually given as the percentage of prema- 
ture births in North Carolina, the state has 
7 per cent (table 7). The majority of the in- 
fants are in the highest weight group, in 
which the prognosis is good. 

One of the policies of the program which 
needed further study was that of determin- 
ing which parents of premature babies need- 
ed financial aid through the program. Under 
some other state programs only families that 
are certified for welfare assistance are al- 
lowed financial aid in the hospitalization 
of premature infants. It has been the con- 
tention of the Premature Program advisory 
group, however, that a number of families 
in the middle income group who need aid 
with this long-term care would be screened 
out by adherence to the policy of welfare 
certification. 

In the last few months a graduate stu- 
dent in the School of Public Health of the 
University of North Carolina, Dr. James 
Wardlaw, made an economic study of the 
first 1,068 infants that were cared for un- 
der the North Carolina Premature Infant 
Care Program. Out of 930 cases in which 
an income was reported, 891 of the families 
had an income of $200 or less per month. 
Three hundred and sixty-one of the 891 had 
an income of less than $100 a month. Seven 
hundred and nine out of 930 applicants were 
listed as renting their homes, and 192 owned 
their own homes. It is doubtful whether any 
of the parents whose income is $200 a month 
or less could have financed the hospital costs 
of caring for a premature infant whose av- 
erage hospital stay is 28 days, at « aver- 
age cost of about $410, 
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Results 

The Public Health Statistics Section of the 
North Carolina State Board of Health re- 
ports that the premature death rate increas- 
ed in the year 1948 to 1949, but the 1949 to 
1950 figures show a decrease (13.6 to 13.4) * 
per 1000 live births. The infant death rate 
in the state dropped from 37.9 per 1000 live 
births in 1949 to 34.8 in 1950*. The 1950 
figure will be the lowest infant death rate 
recorded in North Carolina if the 1950 pro- 
visional figures hold. 

It is hoped that the Premature Infant 
Care Program will stimulate more interest 
in premature infants, and, perhaps research 
in regard to the causes of prematurity. Cer- 
tainly more information on the obstetric as- 
pects of prematurity is urgently needed. One 
of the contributions the program has already 
made to the state is that it has stimulated 
interest in improving the newborn services 
in other hospitals, as evidenced by the in- 
crease in inquiries as to the establishment 
of secondary centers, and in requests for 
consultations regarding the nurseries of 
newborn and premature infants, and formula 
rooms. 

*1950 provisional figures. 
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U.S. Maternal Death Rate Establishes 
New Low Record 

For the first time in history, the maternal death 
rate for a large nation has been pushed slightly 
below the apparently irreducible minimum of one 
per 1,000 live births, according to the Journal of 
the American Medical Association (Nov. 25, 1950). 

The new record compares with 1.2 maternal 
deaths per 1,000 live births in 1948 and with 6.2 in 
1933. On that basis, the Journal concluded that 
“childbirth has been made quite safe.” In 1949 
there were thirty states with rates less than 1.0, 
two at exactly that level and only seventeen above. 

“The fact that the chances of an expectant moth- 
er surviving the diseases of pregnancy, childbirth 
and the puerperium [confinement period] are now 
better than 999 out of 1,000 is truly_a story of hu- 
man and social progress,” said the Journal. 

The reduction in the death rate from 1933 was 
attributed to several factors: (1) an increasing 
percentage of births in hospitals, although im- 
provements in the medical care provided in home 
births have been pronounced; (2) development of 
prenatal care; (3) health education; (4) the admin- 
istration of sulfonamides, antibiotics, whole blood 
or blood derivatives, and (5) improvement in train- 
ing in obstetrics. 

Unlike the trend in many nations, the number of 
births attended by midwives in the U.S. is being 
rapidly reduced, it was pointed out. 
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URETEROSIGMOIDOSTOMY : 
PAST AND PRESENT 


H. HAYNES BAIRD, M.D. 
and 
HAMILTON W. McKay, M.D. 


CHARLOTTE 


The purpose of this discussion is to pre- 
sent modern thinking on transplantation of 
the ureters into the bowel, and to contrast 
the old so-called tunneling method, advocated 
by Coffey, with the new mucosa-to-mucosa 
technique, advocated by Cordonnier and 
made possible by the preparation of the 
bowel with the modern application of chem- 
otherapy and the antibiotics. 


The Coffey Technique 

Until the introduction of the antibiotics 
and certain chemotherapeutic measures for 
sterilizing the bowel, it was impossible to 
obtain a satisfactory ureteral transplant ex- 
cept by the so-called “tunneling method’ 
which was employed by Coffey and is still 
used by many urologic surgeons. This was 
true because the coliform group of organ- 
isms produced a breakdown at the suture 
line. 

In the Coffey method, the bowel is tunnel- 
ed and the ureter is brought through the 
tunnel, with the end opening into the lumen 
of the bowel, as shown in figure 1. This 
technique has several undesirable features. 
(1) It is not a principle that is employed in 
other branches of surgery, such as in the 
bowel and blood vessels. (2) At the point 
where the bowel is tunneled, scarring and 
fibrosis occur and later on produce con- 
striction, with dilatation of the ureter above; 
and, of course, infection is usually associat- 
ed with poor urinary drainage. (3) There 
is usually present also a concentric fibrosis 
of the ureteral stump that projects into the 
lumen of the bowel. To quote Nesbit"): “But 
progress in science often makes the im- 
possible of yesterday a reality today; and 
the agents now available for combating in- 
fection have encouraged the re-evaluation 
of this once-discarded procedure. The results 
appear to be most encouraging.” 


Mucosa-to-Mucosa Technique 


Chaput, in 1896, was the first to employ 
a mucosa-to-mucosa anastomosis of the bow- 
el and ureter, but abandoned the idea. In 
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Figure 2 


later years the application of this technique 
has occupied a prominent place in the field 
of genitourinary surgery. The indications 
are clear-cut: 

1. Exstrophy of the bladder (curative) 

2. Early carcinoma of the bladder, where 
there is a chance of a cure by cystectomy 
used in conjunction with this procedure 

3. Interstitial cystitis, wherein there is 
no chance of improvement by other available 
procedures 

4. Inoperative carcinoma (palliative). 

Cordonnier in 1947 put the mucosa-to 
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mucosa technique on a sound basis. His tech- 
nique differed in the following respects from 
those previously employed (fig. 2): (1) in 
bringing the bowel to the ureter rather than 
the ureter to the bowel; (2) in transplant- 
ing mucosa to mucosa; and (J) in eliminat- 
ing the submucous tunnel"). 


Advantages 

It has been pretty well established that 
if stasis in the urinary tract can be elim- 
inated, recurrent episodes of infection are 
less likely to occur. It is our belief, more- 
over, that the so-called pyelonephritis usual- 
ly associated with the Coffey method of 
transplantation is due to stenosis at the site 
of the anastomosis rather than to the fact 
that the ureter empties into the bowel, in- 
asmuch as ureteral peristalsis is.a good im- 
pediment for the reflux of urine up the 
ureter. In fact, it is virtually impossible to 
cause reflux up the ureter even after the 
so-called ureterovesical valve has been de- 
stroyed if the ureter is of normal caliber 
and has norma! peristalsis. We are convinced 
that vhe so-called ureterovesical valve is 
more or less a myth. It has been shown by 
Hinman that in fowls there is nothing anal- 
agous to the ute. ovesical valve. 

Another factor in urinary drainage which 
must be considered is undue angulation of 
the ureter. By bringing the bowel to the 
ureter without disturbing the course of the 
latter, as is done in the Cordonnier method, 
one is much less likely to encounter stasis. 

It is a fundamental principle of intestinal 
surgery that if postope acive scarring and 
stenosis are to be avoiaed, a mucosa-to-mu- 
cosa anastomosis must be done. Why, there- 
fore, would this not be true in anastomoses 
of the ureter to the bowel? We see no reason 
why this procedure cannot be performed if 
one can anastomose blood vessels or _1e por- 
tion of the bowel to the other. The principle 
is the same. 

By eliminating the so-called submucous 
tunnel, one also obviates another site for 
stenosis leading to infection and the concom- 
itant secuelae. What would happen if one 
took a piece of bowel and introduced it into 
the side of another portion so that 2 or 3 
cm. of the end of one portion protruded 
into the lumen of the other? This is exact- 
ly what is done in the Coffey technique. 
One can readily see how this would lead to 
stasis by kinking of the ureteral stump 
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Figure 3 (Case 2) 


which protrudes in the lumen of the bowel, 
if it did not slough off; and if sloughing did 
occur, one could not be sure where it would 
end. 


Preparation of the bowel 

The success of the mucosa-to-mucosa 
method depends on careful preparation of 
the bowel. This is done by means of a low 
residue diet for about five days preceding 
the operation, along with magnesium sul- 
phate given orally, and enemas. The pa- 
tient is also given sulfathaladine for several 
days before and after the operation. Oral 
streptomycin or one of the other oral anti- 
biotics can be used, if desired. However, we 
have found that 1. Gm. of sulfathaladine 
given three times daily for about four days 
preceding the operation, and from 10 days 
to two weeks following the operation is ef- 
fective. A Wangensteen suction is used for 
about 24 to 48 hours following the operation. 


Illustrative Cases 
It is our opinion that the days of “dunk- 
ing” and “tunneling” in ureteral transplants 
are nearing an end. Because the proof of a 
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Figure 4 (Case 2) 


method lies in the results, the following 
cases are presented. The first case was se- 
| lected to illustrate the Coffey technique, 
i | while the following five cases illustrate Cor- 
donnier’s method. These 5, we would like to 
emphasize, are consecutive cases, and thus 
provide a more accurate idea of the useful- 
ness of the procedure than could be obtained 
from selected cases. 


Case 1 (Coffey technique) 


A 31 year old Negro man was admitted to the hos- 
pital with a diagnosis of exstrophy of the bladder. 
The physical examination yielded no unusual find- 
ings, and a bilateral retrograde pyelogram revealed 
normal kidneys on both sides. The right ureter first 
was transplanted by means of the Coffey technique. 
In about two weeks the left ureter was transplanted 
and the bladder removed. 

The patient’s postoperative convalescence from 
both operations was rather stormy, with many per- 
iods of chills and fever. He was finally discharged 
from the hospital about five weeks after the first 
ureteral transplant, After leaving the hospital, he 
had repeated episodes of chills and fever, and was 
finally admitted to the hospital about six months 
after the operation, at which time he died. On 
autopsy both kidneys were found to be filled with 
— abscesses, and there was virtually no recog- 
nizable kidney parenchyma. Both ureteral orifices, 
where they entered the bowel, were markedly sten- 
otic, and would admit only a small probe. There was 
marked scarring around the site of the ureteral 
anastomosis. 


Mucosa-to-Mucosa technique 


Case 2 


A 38 year old white man was admitted to the hos- 
ae with a history of pain in the right costoverte- 

ral angle for many years aud the complaint that 
his “urine all leaked out on his abdomen.” Physical 
i examination revealed an extremely emaciated man 
\ who appeared much older than the stated age. Gen- 
| eral physical findings were not remarkable except 
for exstrophy of the bladder, separation of the sym- 
physis, and an epispadias. Purulent material could 
be seen exuding from the right ureteral orifice. 
Urologic examination revealed that the right kidney 
4 was non-functioning and contained many stones, «and 
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a diagnosis of non-functioning calculus 
on the right side was made, On the left side, some 
evidence of minimal dilatation of the lower left ure- 
ter and some blunting of the calices were found. 
Urine cultures obtained from the left side revealed 
Aerobacter aerogenes. The laboratory findings other- 
wise were esentially normal. 

A mucosa-to-mucosa anastomosis of the left ureter 
to the rectosigmoid was carried out, and the post- 
operative course was uneventful. For two days fol- 
lowing the operation, the patient’s temperature was 
elevated to 100.4 F., then returned to normal and 
remained so thereafter. An intravenous pyelogram 
made 14 days after the operation (fig. 3) revealed 
excellent function on the left side, without any dila- 
tion or distortion of the upper tract. It is generally 
agreed that if any dilatation of the ureter occurs 
following a ureteral transplant, it is much more 
marked for the first few months, with improvement 
at the end of six months. It has been found that in 
many patients who have a hydronephrosis for the 
first few months after operation, the dilatation tends 
to return to normal after six months. In about two 
weeks following this operation, a nephrectomy was 
done on the right side, followed by a normal conval- 
escence, The patient was discharged from the hos- 
pital in good condition. 

This patient was followed for two years and nine 
months, during which time no episode of pyelonephri- 
tis occurred and his blood chemistry remained normal, 
About two years and nine months following the ure- 
teral transplant, he entered another hospital and died 
of causes which were unrelated to his urinary tract. 
At autopsy the ureter and kidney revealed no more 
dilatation than was apparent on the preoperative 
roentgenograms. Moreover, as can be seen from the 
photomicrograph of a section of the kidney (fig 4), 
there was no evidence of pyelonephritis. 


Figure 5 (Case 3) 
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Comment: The autopsy findings offer con- 
vincing evidence as to the efficacy of a mu- 
cosa-to-mucosa transplant. The patient lived 
for two years and nine months without py- 
elonephritis, and at the time of death the 
microscopic sections failed to reveal any evi- 
dence of pyelonephritis of the only kidney. 


Case 3 

A 71 year old white man was admitted to the hos- 
pital with a diagnosis of inoperable carcinoma of the 
bladder. On admission he was markedly emaciated, 
and stated: “I am up all night, trying to urinate, and 
I pass a lot of blood.” Urography showed the upper 
urinary tract to be normal, however; and, inasmuch 
as the patient was having intractable pain which 
requ ced large doses of opiates, and had to sleep 
with a urinal in the bed because of frequency and 
gross hematuria, it was decided to do a palliative 
ureteral transplant, This operation was carried out, 
and both ureters were transplanted simultaneously. 
The postoperative course was uneventful except for 
the beginning of a wound disruption on the seventh 
postoperative day, which was resutured. The pa- 
tient’s temperature never rose above 101 F., and on 
only one day did it rise this high. As can be seen 
from the urograms (fig. 5) which were made 16 
days following the bilateral ureteral transplants, the 
patient had good function on both sides, with no 
dilatation or distortion of the upper tract. He re- 
mained in the hospital about 19 days following the 
operation. 

For seven months this patient was able to enjoy 
a perfectly comfortable life, after which auricular 


fibrillation and cardiac decompensation developed, 


from which he recovered after a hospital stay of 
two weeks, In about nine months following the oper- 
ation he died of coronary occlusion. Autopsy studies 
revealed no damage from poor urinary drainage. 


Comment: It is our feeling that if one can 
give a 71-year old man nine months of com- 
fort, this operation is justified. This belief 
is shared by many others at the present 
time. Flocks recently stated that ‘“Ureteral 
transplants as a procedure for palliation is 
assuming greater and greater importance,’’? 

Crane“ recently published an article em- 
vthasizing the use of this procedure in cases 
of inoperable carcinoma purely for pallia- 
tion. 


Case 4 

A white man, 55 years of age, was admitted to the 
hospital with a history of gross hematuria for about 
six “o eight months, and some pain in the suprapubic 
reg on. On physical examination his general condi- 
tion appeared to be good. Urologic examination re- 
.-aled both kidneys to be normal. Cystoscopy re- 
vealed a diverticulum in the region of the right side 
of the bladder, with what appeared to be a tumor 
protruding from the mouth. Examination of a biopsy 
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Figure 6 


specimen proved this to be an infiltrating carcinoma 
of the bladder, of either a stratified squamous type 
or transitional cell type, and apparently containing 
some elements of both. A cystogram disclosed that 
the carcinoma was in the diverticulum (fig 7). 

It was decided to perform a bilateral ureteral 
transplant with cystectomy. The transplant was car- 
ried out according to the mucosa-to-mucosa technique 
of Cordonnier. The patient’s postoperative course 
was uneventful, with only a low grade fever for two 
days following the operation. An intravenous uro- 
gram made 12 days after the operation (fig. 8) re- 
vealed both kidneys to be functioning well, with no 
dilatation or distortion of the collecting system. 
Three weeks after the ureters were transplanted, a 
cystectomy was done, At this point we decided that 
the case was inoperable, but since we were already 
committed, the operation was carried out, Examina- 
tion of the specimen showed a large tumor in the 
diverticulum (fig. 9). Following this procedure, the 
patient got along very well, and was discharged from 
the hospital. 

About two and one half months after the cystec- 
tomy he was brought back to the hospital because 
of edema of the lower extremities, At this time it 
was obvious that he had widespread metastasis to 
the lung and the liver, and he finally died from 
what appeared to be liver failure. 

Comment: This case obviously illustrates 
a mistake in judgment as to the operability 
of carcinoma of the bladder. The decision 
was difficult to make prior to operation be- 
cause of the fact that the tumor was in a 
diverticulum. In such cases it is not possible 
to tell by bimanual palpation just how ex- 
tensive the tumor is, and there is always 
an associated infection in the diverticulum 
which makes the pre-operative diagnosis 
more difficult. Although this patient should 
not have had a cystectomy, the case illus- 
trates a successful ureteral transplant by 
the mucosa-to-mucosa method, as is shown 


in the pyelograms. 


| 
| 
} 
| 
| 


March, 1952 URETEROSIGMOIDOSTOMY—BAIRD AND McKAY 133 


A 43 year old white man was admitted to the hos- URETEROS 
Post OP. DAY 


pital with a history of frequent and painful urina- 
tion for 10 years, which had prevented him from 
working. He was wearing a urinal (fig. 10). He had 
been drinking rather large quantities of whiskey 
| and taking all the pain-relieving pills that he could 


get, both with and without a prescription, and every 
) patent medicine which had any pain-relieving quali- 

ties. Examination revealed an emaciated white man, 
43 years of age, with marked emphysema of the 


Figure 7 (Case 4) Figure 8 (Case 4) 


Figure 9 (Case 4) 
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Figure 12 (Case 5) 


lungs. Otherwise the physical examination was not 
remarkable. Laboratory findings were within nor- 
mal limits. 

A urologic examination revealed both lower ure- 
ters to be markedly dilated (fig. 11), and his bladder 
to have a capacity of only 30 cc. It was virtually 
impossible to perform a cystoscopy because of this 
limited capacity, but a tentative diagnosis of inter- 
stitial cystitis with marked dimunition of bladder 
capacity was made, It was decided to do a bilateral 
mucosa-to-mucosa ureteral transplant, using a trans- 
verse incision (fig. 12), and the postoperative course 
was entirely uneventful. For the first day following 
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Figure 14 (Case 5) 
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Figure 13 (Case 5) 


the operation, the patient had a temperature of 
100.1 F., which returned to normal the second day 
and remained normal thereafter (fig. 13). A section 
was taken from each ureter for histologic examina- 
tion, and the findings of Dr. Paul Kimmelstiel, path- 
ologist, were reported as follows: “Partially dilated 
ureters with extreme edema and fibrosis of the sub- 
mucosa, Very mild ureteritis, nonspecific.” 

An intravenous urogram done 10 days following 
the operation (fig. 14) revealed both kidneys to be 
functioning normally, with no dilatation or distortion 
of the upper urinary tract. The patient was dis- 
charged from the hospital on the twelfth post- 
operative day, and has made an entirely uneventful 
convalescence. In about six weeks following the 
operation he was working at the regular job he had 
held prior to 10 years ago, and he is now doing 
well. He gets up about once during the night to uri- 
nate, or rather to empty his lower colon, and there 
has been no evidence of pyelonephritis since the 
operation. The blood chemistry has remained nor- 


mal. Furthermore, the absence of pain has enabled 
him to gain weight and lead a normal life. 


Case 6 

A 58 year old Negro man was admitted to the hos- 
pital with a diagnosis of inoperable carcinoma of 
the bladder. General examination revealed a well 
developed Negro man, with a history of intermittent 
gross hematuria for about a year and a half. The 
physical examination was negative except for a 
firm, hard mass occupying the region of the blad- 
der and the prostate, which was felt on rectal exam- 
ination, Urologic examination revealed a fungating 
carcinoma filling about a third of the bladder, which 
on histologic examination was found to be grade 
four. The patient had undergone an autonephrec- 
tomy on the left side, because the carcinoma had cut 
off the ureter as it entered the bladder. Blood studies 
revealed that the nonprotein nitrogen was elevated 
to about 50 mg. per 100 ce. A urogram (fig. 15) 
disclosed a grade two hydronephrosis on the right 
side. 
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Figure 15 (Case 6) 


It was decided to perform a palliative ureteral 
transplant on the right side, and to do nothing on 
the left side because of the previous autonephrec- 
tomy. A mucosa-to-mucosa ureteral transplant was 
carried out on the right, and at the time of operation 
a large carcinomatous mass was noted in the region 
of the bladder and prostate, extending up around 
the lower left ureter. 

The patient’s postoperative course was entirely 
uneventful, The temperature chart (fig. 16) shows 
that he never had an elevation above 100.4 F. There 
was no gastric distension, and the patient was out 
of bed on the third postoperative day. A urogram 
made 11 days after the transplant (fig. 15) dis- 
closed no progression of the hydronephrosis. In the 
meantime, his nonprotein nitrogen had returned to 
38 mg. per 100 cc. He was discharged from the hos- 
pital, feeling well, two weeks after the operation. 


Comment: We believe that in a case of 
this type, in which the patient is bed-ridden 
and in constant pain, with bloody urine 
draining from him constantly, one is justi- 
fied in trying some surgical procedure for 
relief, rather than relying on narcotics. 
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Figure 16 (Case 6) 


Qualifications of a Surgeon: In general the suc- 
cessful surgeon should possess robust health, ener- 
gy, and ability to make decisions under circum- 
stances of stress. A measure of philosophic doubt 
is desirable together with a critical faculty which 
extends its operation to his own actions. I think a 
certain degree of optimism is an asset if a man is to 
remain undismayed and not discouraged by the occa- 
sional but inevitable failures in his work. Some seem 
to have developed an intuitive judgment—perhaps a 
natural endowment but also supported by the fruits 
of observation and criticism of past results. Joseph 
Conrad, in a generalization, gives, I think, a good 
picture of what is in my mind. “I don’t mean the 
courage of self-assertion, either moral or physical, 
but the mere way of it, the trick of the thing, the 
readiness of mind and the turn of the hand that 
come without reflection and lead the man to excel- 
lence in life, in art, in crime, in virtue, and for the 
matter of that even in love.”—Sir Max Page: Sur- 
gery, Brit. M. J. 2:487 (Aug. 25) 1951. 


Courage: I have never got over my wonder at the 
way patients “take their medicine” in the bitterest 
sense of that word—their matter-of-fact acceptance 
of the disability and frustration caused by illness, 
and their bearing under pain. What has been publi- 
cized in regard to the courage of the wounded sol- 
dier in wartime is witnessed by us in everyday 
practice without comment.— Sir John Parkinson: 
The Patient and the Physician, Ann, Int. Med. 35: 
310 (Aug.) 1951. 
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ALLERGIC MANIFESTATIONS IN 
OTOLARYNGOLOGY 


JOSEPH F. MCGOWAN, M.D. 
ASHEVILLE 


Perhaps no field of medicine or surgery 
is so concerned with allergic conditions as 
otolaryngology, if one considers the huge 
number of otologic, rhinologic, and laryn- 
gologic disturbances which have an allergic 
foundation. It is evident that our hereditary 
background, environment, present manner 
of living, mental stresses and worries, and 
various occupational efforts play an ever 
present part in the reaction of the organism. 

Allergy denotes an altered reaction of the 
tissue in certain individuals on exposure to 
agents which, in similar amounts, are in- 
nocuous to other people. 

The modern history of clinical allergy be- 
gan with a discussion of hay fever by Bostic 
in 1819", and later by John Elliotson™ in 
England, who suggested that hay fever is 
caused by the pollen of grasses, and who 
also pointed out that nasal symptoms and 
asthma may be caused by animal emana- 
tions. In 1873, Blackely performed the 
first skin tests for sensitivity to grasses. Al- 
lergy of the nose and paranasal sinuses was 
described as a catarrhal disease by Bos- 
worth” in 1896. Nasal allergy, vasomotor 
rhinitis, was suggested by Langlois® in 
1906, Billiard in 1910, and Percipied in 
1912. Goodale), in 1916, was the first to 
confirm these reports. 

The clinical aspects of allergy in relation 
to otolaryngology has made its most rapid 
strides in the last 30 years. Many surgical 
operations which have been devised and 
brilliantly executed for the correction of the 
underlying pathologic conditions in the head 
have left much to be desired in clinical end 
results, both to the surgeon and to the pa- 
tient. The advent of antibacterials, such as 
the sulfonamides and antibiotics, in the 
treatment of infections about the head, has 
disclosed that conditions other than the in- 
fections are at work: such as an altered 
tissue reaction to an exogenous, endogenous, 
physical, or psychosomatic sources. 


Pathology 
Recent observations of Kline show that 


Read before the 
gology, Medical — 
Pinehurst, May 8, 1951 


and 
the te of No vorth 


ALLERGY IN OTOLARYNGOLOGY—McGOWAN 


137 


allergic reactions are characterized by a 
rapid onset, a violent course, and a slow 
regression. The true reactions are variable 
and range from no alteration to inflamma- 
tory, proliferative, degenerative, and ne- 
crotic changes. 

In the mucous membrane, the mucosa is 
boggy and either pale, as though covered by 
skim milk,—or pink, showing epithelial dis- 
coloration. Edema and polyposis may be 
present. Nearly a third of the patients with 
allergic rhinitis or perennial asthma have 
mucous polyps. 

Steinberg”, in his summary of histo- 
pathologic changes in the mucous membrane 
of the respiratory tract and accessory nasal 
sinuses, describes hypertrophy, increased se- 
cretory activity of the mucous glands, large 
amounts of mucus in the lumina, eosinophi- 
lia (in 15 to 90 per cent of all the cells), 
edema of the tissue, thickening and hyalini- 
zation of the basement membrane, with hy- 
perplasia of goblet cells. The polypi are 
loose, with a jelly-like structure of the stro- 
ma and tunica propria, distended with se- 
rum, and two or more may coalesce, forming 
cysts. The edema of the mucous membrane 
may prolapse and form pedunculated polyps. 

The microscopic picture shows numerous 
mononuclear cells, plasma cells, lymphocytes 
and, as a rule, eosinophilia. The absence of 
eosinophils does not rule out allergy, as a 
superimposed bacterial infection will result 
in a neutrophilic infiltration which later may 
go on to form connective tissue and fibrosis. 

Kline and Young”, in 1935, stated that 
tissue changes in allergy may be reversible 
or irreversible in type. In seasonal hay fever, 
repeated acute attacks as a rule are rever- 
sible. In long continued attacks, as in the 
perennial type of allergy, the reaction of the 
tissue is often proliferative and degenera- 
tive, and, though it may be partly reversible, 
is for the most part irreversible in character. 


Allergy of the Ear 

Allergy may involve the auricle, the ex- 
ternal ear, the middle ear, the labryinth, 
the cochlea, and the eustachian tube. Aller- 
gic otitis externa is a dermatitis character- 
ized by hyperemia, with inflammation, ede- 
ma, and pruritus. In severe cases, there may 
be blister formations. In the chronic types, 
eczematoid changes may occur, with thicken- 
ing and scaling of the skin. The lesions may 
be exudative or nonexudative. 
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The external ear 

In infants, these eczematous types of le- 
sions may appear on the external ear and 
postauricular areas, and may be a manifes- 
tation of contact dermatitis due to the lo- 
calized sensitization to the various medica- 
ments or foods. The most frequent offenders 
are the sulfonamides, penicillin, mercurial 
preparations, baby oil, nail polish, wave set 
lotions, spectacle frames; and in infants, the 
simple foods in the diet such as eggs, choc- 
olate, wheat flour, the disaccharides, and the 
various starches. 

Lesions of the external canal are usually 
due to contacts, and most frequently are 
complicated by bacterial or fungus infec- 
tions. Such lesions may disappear when the 
contactant or offending food is eliminated. 


The middle ear 

In 1929, Lewis”) reported 6 cases in 
which allergy was noted as a cause of an 
acute process in the middle ear; followed in 
1931 by Proetz"*, who reported 10 cases of 
the same type. He noted instances of acute 
processes caused by food allergy in artifi- 
cially fed infants and children under 5 years 
of age. Shambaugh''*’, in a series of 100 
cases of chronic otitis, noted eosiniphilia 
in 2. Albrecht") has found that 86 per cent 
of the cases of chronic otitis were in chil- 
dren who had been bottle fed, indicating, 
one must think, milk sensitivity in these 
cases. He expounded the theory that these 
patients were locally sensitized by regurgi- 
tating the foreign protein of milk through 
the eustachian tube into the middle ear. 
DohIman"” noted that certain conditions 
were associated with other allergic symp- 
toms such as asthma and gastrointestinal 
disturbances. He confirmed Albrecht’s the- 
ory, especially in regard to children who 
were congenitally predisposed to allergic dis- 
eases, and in those who were bottle fed. 

Kuhn"® outlined principal complaints of 
middle ear involvement, marked by fullness 
in one or both ears; deafness or dullness of 
hearing, frequently of the type combining 
high and low frequency, but principally of 
high frequency; dullness, deep-seated pain, 
with itching between the nose and the ear; 
and a burning sensation in the ear.This con- 
dition may be associated with fever, allergic 
rhinitis, and catarrhal serous otitis. 

The serous otitis, provided there is no 
pre-existing nerve deafness, is of the con- 
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ductive type. The drum membrane shows a 
loss of luster and is usually retracted, but 
may lose its markings from the collection of 
fluid and edema of the middle ear cavity. In 
the later stages of the disease the small ves- 
sels of the tympanum may be dilated, a me- 
niscus, or a fluid line, and an amber discolor- 
ation may be seen. In both stages, abnormali- 
ties may be absent if the drum is not trans- 
lucent and thickened. 

In this type of case Hoople advises aus- 
cultation while inflating the ear with an 
eustachian catheter. If this is done, one fre- 
quently hears the gurgle of the air bubbles 
entering the middle ear, suggesting the pres- 
ence of fluid. If in doubt, a diagnostic para- 
centesis should be done, and the resulting 
fluid examined for cytologic abnormalities. 


The internal ear 

Allergies affecting the inner ear present 
unilateral and bilateral hearing defects, 
which may be of the nerve type or conducive 
type of deafness, associated with tinnitus, 
vertigo, and clicking noises, especially when 
talking or swallowing. 

Endolymphatic hydrops may be the result 
of intrinsic or physical allergies. Allergies 
of the cochlea and labyrinth frequently show 
the triad of a Meniere’s syndrome—vertigo, 
tinnitus, and deafness. Due to the work of 
Hailpike and Cairns in England, and John 
Lindsay of Chicago, pathologic specimens 
examined and described show dilation of the 
endolymphatic system, with degenerative 
changes in the sensory element of the inner 
ear, in the absence of inflammatory changes. 
Frequently Meniere’s syndrome is associated 
with other allergic manifestations such as 
myalgia, neuralgia, and sensitivity to food 
contactants and inhalants. Evidence (in the 
literature) indicating that Meniere’s syn- 
drome may be allergic in origin, is accumu- 
lating rapidly. 

Kuhn"), in a recent article, suggests that 
in cases involving the middle or internal ear 
a hearing test should be given and the audio- 
gram repeated 20 minutes after a hyperder- 
mic injection of one-half the therapeutic dose 
of epinephrine. If there is a change in the 
hearing and a subjective change in the feel- 
ing of the patient’s ear, we can consider the 
allergic influence to be important enough to 
warrant investigation from an_ allergic 
standpoint. Positive nasal secretions that 
show an eosiniphilia or a blood eosiniphilia 
may be considered confirmatory. 
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Allergies of the Nose and Sinuses 

In mild cases a tickling sensation in the 
nose may be the only symptom. In severe 
forms there may be itching, lacrimation, 
photophobia and itching of the eyes, ears, 
roof of the mouth, and the pharynx, accom- 
panied by sneezing and nasal obstruction. 
The attack usually begins with profuse wa- 
tering, anterior nasal secretions which later 
become mucoid but remain clear, resulting 
in frequent rubbing of the nose and exco- 
riation about the alae. In long standing 
cases, the discharge may become mucopur- 
ulent and drain backward on to the posterior 
pharyngeal wall, giving the posterior tips of 
the turbinate a mulberry appearance, with 
hyperplasia of the islands of lymphoid tis- 
sue in the postpharyngeal wall and Wal- 
deyer’s ring, and thickening of the lateral 
bands of the pharynx. The septal mucosa is 
usually hypertrophied, and there may be a 
loss of the sense of smell and an alttration 
in taste. 

Some patients complain only of postnasal 
discharge and a feeling of stuffiness in the 
nose. In children, persistent allergic bron- 
chitis, frequently leading to asthma, may be 
the sole manifestation. In severe cases, there 
may be constant discomfort through the day 
and night, but the majority show daily pe- 
riodic variations. Nasal blocking is more 
pronounced during the night, whereas the 
other symptoms become more pronounced 
on arising. 

Patients with perennial rhinitis may show 
a sensitivity to seasonal excitants, including 
molds, foods, pollens, occupational dust, and 
fatigue. 


Chronie sinusitis 

Shambaugh"” states that no more than one 
fourth of all cases of chronic suppurative 
sinusitis are of the anaerobic, nonallergic 
type. The great majority have an allergic 
basis in which chronic allergy of the nasal 
sinus mucosa is complicated by a superim- 
posed infection. These are the cases that 
have caused nasal and sinus surgery to fall 
into a degree of disrepute, for as long as the 
underlying allergy is not suspected and like- 
wise not controlled, recurrence of infections 
is frequent, despite the most complete and 
radical surgery. 

The symptoms of an allergic chronic si- 
nusitis are unusually severe and out of pro- 
portion to the virulence of the infection: 
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the nasal blocking, accompanied by a pro- 
fuse mucopurulent nasal and postnasal dis- 
charge; irritable cough, productive or non- 
productive, with wheezing; intense head- 
aches out of proportion to the general find- 
ings in the nose; and chronic fatigue. These 
patients would readily submit to radical sur- 
gery in an attempt to get permanent relief. 

The physical findings and roentgen exam- 
ination of the sinuses usually indicate bi- 
lateral pansinusitis and a thickening of the 
mucosa. These findings may vary on repeat- 
ed examinations. 

In cases of chronic allergic sinusitis where 
allergy is unrecognized and untreated, re- 
currences are the rule. Where the allergy is 
controlled, the prognosis is much betier. The 
allergic individual will always be allergic 
and may be thrown out of allergic balance 
by fatigue, undue exposure to allergenic sub- 
stances, or by infection. 


Tonsillectomy and respiratory allergy 

The close similarity of the symptoms of 
respiratory allergy to those of head colds, 
bronchitis, and sinusitis is ever present and 
confusing in a differential diagnosis. Many 
times, in repeated upper respiratory involve- 
ment, the removal of tonsils and adenoids is 
advised. In an analysis of 341 cases of respi- 
ratory allergy in children''*’, it was revealed 
that a consideration of tonsillectomy was 
frequently the primary factor. It is felt that 
many patients with respiratory allergy, es- 
pecially the perennial type, are subjected to 
tonsillectomy and adenoidectomy without 
recognition of the primary allergic mani- 
festations. So often tonsillectomy is perform- 
ed to relieve the symptoms of allergy, which 
are considered to be primarily of infectious 
origin. 

Hansel studied 200 cases of respiratory 
allergy. One hundred and four of the patients 
were male and 96 female. The ages varied 
from 3 to 16 years. Twenty-six proved to 
have nasal allergy, an incidence of 13 per 
cent. Of the positive cases, the nasal symp- 
toms were typical in only 13 instances. 

Early respiratory allergy, manifested in 
frequent headaches and bronchitis, should 
be recognized. The removal of tonsils and 
adenoids for the relief of such symptoms 
should not be recommended. 


Headache 


On account of edema of the brain, the al- 
lergic type of headache is likely to be gen- 
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eralized rather than localized. When local- 
ized, it is usually confined to one or more of 
the sinuses, and is caused by pressure and 
obstruction to drainage produced by the al- 
lergic edema. Headache is usually associated 
with other manifestations of allergy, and is 
most frequently caused by sensitivity to food. 

Typical and atypical histamine cephalal- 
gias, on account of the localization over the 
frontal and maxillary sinuses, are usually 
on one side, and, because of the associated 
nasal discharge and obstruction, must be dif- 
ferentiated from allergy and acute or chron- 
ic sinusitis. With the inclusion of migraine 
and tension headaches, practically all the 
cases observed by the otolaryngologist fall 
into these four groups'', 


Involvement of the Salivary Glands 


Recurring attacks of parotitis’® or in- 
volvement of any of the salivary glands is 
often confused with mumps. Many of these 
cases may involve only one gland or multi- 
ple glands, and the swelling may be of short 
duration. Fever is usually absent. Pain is 
aggravated by movement of the jaw. The ex- 
pression of the mucous plug from the duct 
often relieves this condition, which is be- 
lieved by some workers to be due to a local- 
ized allergic reaction of the salivary gland. 


Deafness 

Deafness in children may be the result of 
edema of the eustachian tube, causing serous 
otitis of allergic origin. Crowe and Waz]l'?) 
have obtained good results with irradiation, 
whereas Hansel'*’) states that, regardless of 
the effect of radium on the lymphoid tis- 
sue, there is likely to be improvement of 
hearing, at least temporarily, as a result of 
the nonspecific effect of radiation on the al- 
lergic process. It is needless to emphasize, 
therefore, the importance of the recognition 
or exclusion of allergy as a factor in these 
cases, 


Angioneurotic Edema and Serum Diseases 

With the most recent accessories or the in- 
discriminate use of the antibacterials, in- 
cluding the sulfonamides and the antibiotics, 
the endocrine products, liver extracts, insu- 
lin, and other injectibles, the otolaryngolo- 
gist should be concerned with the possible 
occurrence of a delayed or serum disease 
type of reaction which may appear from 
seven to ten days following the administra- 
tion of these drugs. Patients to whom these 
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drugs are administered should be warned of 
this possibility. 

Nerve paralysis*) as a complication of 
serum disease should be borne in mind. Re- 
ports in the literature have called attention 
to paralysis of one of the cranial nerves, 
especially involving the motor fibers. Those 
principally involved are the facial, the au- 
ditory, and the recurrent laryngeal nerves. 


Other Manifestations of Allergy 

Other manifestations of allergy are fre- 
quently present and must be considered in 
the management of the patient. A carefully 
taken history often elicits information rela- 
tive to allergic bronchitis, bronchial asthma, 
urogenital allergy, gastrointestinal allergy, 
allergic headaches, and skin manifestations, 
such as contact dermatitis, eczema, purpura, 
urticaria, and angioneurotic edema. 


History-Taking 

In taking the history, one should record 
the most prominent symptoms, the date and 
time of year of onset, precipitating factors, 
the frequency and duration of the attack, 
and the months of the year in which these 
attacks occur. The latter is particularly im- 
portant in cases of pollen allergy, as the 
tree season is in early spring, the grass 
season in late spring and early summer, the 
ragwood season in late summer and early 
fall, and the dust season in late fall and 
winter, especially when the heat is turned 
on. Airborne fungi are more prevalent in 
wet weather, from April to November. 

The severity of the attack, whether it oc- 
curs when the patient is at home or at work, 
what relieves it, the freedom from symptoms 
between attacks, whether partial or com- 
plete, and other allergic symptoms such as 
hay fever and asthma, perennial rhinitis and 
urticaria, are important factors. The past 
medical history in relation to the develop- 
ment of allergic manifestations is likewise 
important. Recurrent bronchitis may follow 
one of the acute eczematous diseases, or 
asthma may follow tonsillectomy at the 
height of the pollen season. A positive fam- 
ily history should intensify the search for an 
allergic cause. 


Identification of the allergens 

The search for the allergens should begin 
with the inhalents. Among the possibilities 
to be considered are floor covering, furni- 
ture, contacts with animals, dust, feed or 
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fertilizer, and insecticides (used indoors or 
out), the location of the house, whether 
damp or dry, the heating system, and ex- 
posure to soaps, perfumes and cosmetics 
which may act as inhalants as well as con- 
tactants. 

Any food which the patient thinks will 
produce his complaint should be recorded, 
and also any food that is intensely dis- 
liked. Food and diet must be considered in 
relation to itching of the palate, gas, canker 
sores, nausea and vomiting, constipation, or 
mucus in the stool. In some cases, a food 
diary must be kept in the search for the of- 
fending allergen, Information on the use of 
drugs such as laxatives, nose drops, anal- 
gesics, and hypnotics may be significant. As- 
pirin, phenolphthalein, belladona, and min- 
eral oil are frequent offenders. 

Allergens causing a contact dermatitis, 
such as poison ivy, garden flowers, vegeta- 
_bles and fruits, paints and sprays, furniture 
polish, waxes, soap, washing powder, cos- 
metics, lotions, wave sets, disinfectants, silk, 
and wool are some of the most common of- 
fenders. 


Cytologic Study of Smears 


Hansel’s technique? 

1. Collect secretion by having the patient 
blow nose on waxed paper. 

2. Transfer secretion to slide—tease out 
with toothpick so as to avoid thick masses. 
Make two or three smears if there is enough 
material. 

3. Dry smears in air or gently over flame. 

4. Mark across slide next to lavel with 
paraffin stick to prevent overflow. 

5. Cover completely with stain and allow 
to stand 30 to 45 seconds, allowing the 
longer period for thick or milky smears. 

6. Add distilled water to take up stain, 
as in Wright’s tecnique, and allow to stand 
about 30 seconds. For best results neuiralize 
the distilled water by adding 1 drop of 1 per 
cent potassium carbonate to each 30 cc. 

7. Pour off stain and flood slide with dis- 
tilled water to remove excess stain. 

8. Flood slide with 95 per cent ethy] al- 
cohol. Drain off and dry slide over flame. 

9. If the blue color is too intense, flood 
slide with 95 per cent ethyl alcohol to which 
1 drop of 1 per cent hydrochloric acid has 
been added to 30 ec. The amount of blue 
color removed depends on the length of time 
the acid alcohol is allowed to remain on the 
slide. 
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10. Pour off the acid alcohol and then 
flood with plain 95 per cent ethyl alcohol 
again. 

11. Always examine the stained smear 
under the microscope before using the acid 
alcohol solution. The acid treatment intensi- 
fies the red in the eosinophils by removing 
overlying blue. Too much acid may take the 
blue out of the neutrophils and give them a 
pink color. If the neutrophils are pink upon 
the first examination, stain another speci- 
men and allow about 15 to 20 seconds longer 
for the stain to act before adding the water. 

12. In examining smears, the magnifica- 
tion must be 125 to 150. Using a 10 x objec- 


‘tive, the eyepiece should be 12.5 or 15 x. 


Use a moderately strong clear light. 


Skin-Testing 

The diagnostic skin test consists of intro- 
ducing a minute quantity of a specific sub- 
stance (allergen) into the skin by means of 
a scratch, or an injection’. If the skin al- 
ready contains specific allergic antibodies 
(reagins) to this substance, the allergen im- 
mediately unites with the reagins. This union 
is accompanied by sufficient cellular damage 
of the skin to liberate histamine-like sub- 
stances. Histamine causes capillary dilata- 
tion and increased permeability, with a 
wheal surrounded by erythema. The size of 
the wheal corresponds roughly to the amount 
of allergen introduced and the amount of 
reagin in the skin. 

A number of factors conspire to make skin 
testing inaccurate and frequently unrelia- 
ble for diagnosis. 

1. Allergic antibodies may be present in 
the nose, bronchi, intestinal tract, or local- 
ized tissue, but not in the skin, causing the 
skin test to be “falsely negative.” 

2. Conversely, allergic antibodies may be 
present in the skin but not in the nose, bron- 
chi, or intestines, causing the skin test to be 
“falsely positive.” 

3. The degree of clinical sensitivity is not 
necessarily mirrored in the degree of reac- 
tion to the skin test. 

4. A thick, scarred or sunburned skin 
will react poorly. 

5. The skin testing material may be inert, 
either through deterioration or improper 
preparation. 

6. If the patient has taken adrenalin or 
an antihistamine, the skin tests may be 
falsely negative. 
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7. Food tests are falsely negative in 20 
per cent of cases, as compared to tests with 
inhalants, which are falsely negative in only 
about 10 per cent of cases. 

As stated above, positive skin tests to in- 
halants are more significant, as a rule, than 
positive or negative tests to foods. 

If the history does not correspond to the 
results of the skin tests, as a rule the tests 
should be disregarded and the patient should 
be treated in accordance with the history. 
As a general rule, the rhinologist experienc- 
ed in allergic diagnosis is able to arrive at 
a satisfactory diagnosis of the specific al- 
lergen with comparatively few skin tests, se- 
lected in accordance with the history. Most 
patients will require no more than 20 to 50 
skin tests, and rarely will more than 100 or 
150 tests be needed for diagnosis. 

Diagnosis 

Accurate diagnosis of allergy in otorhi- 
nolaryngology involves the careful consider- 
ation and correlation of the following 
points'*": 

1. Symptoms: The typical symptoms of 
sneezing, itching, nasal discharge, and ob- 
struction are easy to recognize. Atypical 
cases, however, characterized by stuffiness 
and postnasal discharge, with little or no 
sneezing, should not be overlooked. Fre- 
quently recurring colds, particularly in chil- 
dren, must be differentiated from allergy. 

2. Nasal changes: Although the typical 
allergic mucosa is characterized by pallor, 
bogginess, and sometimes edema or polypo- 
sis, there are many instances in which the 
mucosa appears normal or somewhat red- 
dened. 

3. Cytology of the Secretions: Nasal se- 
cretions and, when available, sinus secre- 
tions should be stained and examined micro- 
scopically for eosinophils, neutrophils, or 
both. The cytologic picture is frequently the 
most important factor in diagnosis. It must 
be emphasized that the common cold is an 
ever present complication, and cytologic find- 
ings are the most important guide in its rec- 
ognition. 

4. Roentgen examination of the sinuses: 
Varying degrees of cloudiness are the rule 
rather than the exception in allergic sinuses. 
Changes may be of short duration and tran- 
sitory. A cloudy sinus, therefore, does not 
always indicate infection. Roentgen findings 
should be correlated with the cytologic pic- 
ture and bacteriologic cultures. 
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5. Bacteriology: Nasal cultures are unre- 
liable because of contamination. Sinus cul- 
tures must be taken under strict aseptic pre- 
cautions in order to avoid contamination. 
The findings should be correlated with the 
cytologic picture, and acute, subacute, and 
chronic complicating infections should be 
carefully evaluated. 


6. Histopathology: All tissues removed 
from the nose and paranasal sinuses should 
be examined routinely, and the findings cor- 
related with all the diagnostic factors al- 
ready enumerated. 
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DISEASES OF THE LARYNX: 
A PHOTOGRAPHIC STUDY 


J. C. PEELE, M.D. 
KINSTON 


The development of laryngeal photogra- 
phy has been intimately associated with the 
discovery of the laryngoscope and the de- 
velopment of both indirect and direct lar- 
yngoscopy. Prior to the invention of the 
laryngoscope, the larynx, for all practical 
purposes, occupied the status of an internal 
organ, defying direct visualization as effec- 
tively as do the hidden contents of the chest, 
abdomen, and cranial cavity. The diagnosis 
of laryngeal disease was of necessity made 
from symptoms only. The early history of 
the laryngoscope and its use in the study 
of laryngeal physiology and pathology have 
been ably recorded by Mackenzie", Wells’, 
Goldsmith® and others. The historical facts 
presented herewith were gleaned for the 
most part from the writings of these authors. 

The Development of Laryngoscopy 
Garcia, Turck, and Czermak 

Before 1946 credit for the discovery of the 
laryngoscope was generally given to Man- 
uel Garcia, and priority for its use in med- 
ical practice was attributed to Ludwig Turck 
of Vienna and Johann Czermak of Budapest. 

Garcia was not a physician but an eminent 
teacher of voice, who conceived the idea of 
studying the action of his own vocal cords 
and those of his students in order to im- 
prove his methods of teaching and to ad- 
vance the science of voice-teaching in gen- 
eral. In order to accomplish this, he secured 
from an instrument maker a small mirror 
fixed to a long stem. His procedure consisted 
of placing the mirror into his own pharynx 
or that of his pupil and reflecting the light 
of the sun’s rays into the throat by means 
of a hand mirror. So far as is known he was 
the first to practice auto-laryngoscopy. Gar- 
cia’s observations were limited to the nor- 
mal larynx, and his paper published in 1855 
contained an excellent account of the action 
of the vocal cords during inspiration, vocal- 
ization, and the production of sound in the 
larynx), 
~ Read before the Section on Ophthalmology and Otolaryn- 
pology. Medical Society of the State of North Carolina, Pine- 


urst, May 8, 1951. 
From the Kinston Clinic, Kinston, North Carolina. 
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In 1857 Turck secured one of Garcia’s mir- 
rors and attempted to study the larynxes of 
patients in the Allgemeines Krankenhaus of 
Vienna. However, he did little to improve on 
Garcia’s mirror or methods. In the same year 
Czermak began to work with one of Turck’s 
laryngeal mirrors, and soon overcame many 
of the difficulties associated with its use. He 
substituted artificial light for the uncertain 
light of the sun, used the large ophthalmo- 
scopic mirror of Ruete to concentrate the 
light rays, and made mirrors of different 
sizes. The mirror for reflecting light was 
held between the teeth by means of a pro- 
jecting attachment, and it is said that a stu- 
dent of Czermak’s, Dr. Semiledder, first sug- 
gested fixing it to the forehead by means of 
a spectacle frame. Turck, in turn, adopted 
Czermak’s methods, and beginning his clin- 
ical studies anew, accomplished more in the 
field of laryngoscopy than did Czermak. The 
latter, however, received more recognition 
for his work, since he travelled about Eu- 
rope demonstrating and propagandizing the 
new method of studying laryngeal diseases. 
The first publications of these two authors 
appeared in the same year one month apart. 
Unfortunately, a bitter dispute arose be- 
tween the two men regarding priority in 
the development of the field of laryngology, 
and the French Academy of Sciences, being 
unable to decide the issue, divided the award 
between them. 


Babington’s priority 

Thus matters stood until 1946, when 
Wells” brought forth what appears to be 
irrefutable evidence that the first person to 
invent the laryngoscope and use it in med- 
ical practice was Benjamin Guy Babington 
of London. Wells pointed out that similar 
conclusions regarding Babington’s priority 
had been previously reached: by Windsor in 
1863, Mackenzie in 1864, Goldsmith in 1924, 
and Panconcelli-Calzia of Germany in 1935. 
Mackenzie’s publication which had been pre- 
viously overlooked by historians, constitutes 
one of the strongest links in the chain of 
evidence marshalled by Wells in favor of 
Babington’s priority. 

According to Wells’, Babington described 
an instrument for examining the larynx be- 
fore the Hunterian Society of London, March 
18, 1829. An account of his}report is to be 
found in the London Medical Gazette of 
1829 (volume 3, page 555). 


| | 
! 
| 
{ 
| 
| x 
P| 
| | 
| 
| 
| 
| 

| 

| 
| 

| 

| 
+ 
\ 
} 
NG 
1} 
: 


NORTH CAROLINA MEDICAL JOURNAL 


Fig. 1. Normal larynx during phonation. 


“Dr. Babington submitted to the society an in- 
genious instrument for examination of the parts 
within the fauces not admitting of inspection by 
unaided sight. It consisted of an oblong piece of 
looking glass set in a silver wire with a long shank. 
The reflecting part is placed against the fauces 
whilst ‘the tongue is held down by the spatula when 
the epiglottis and upper part of the larynx become 
visible in the mirror. A strong light is required and 
the instrument should be dipped in water, so as to 
have a film of fluid upon it when used or the halitus 
of the breath renders it cloudy. The doctor proposed 
to call it the ‘glottiscope.’ ” 


The only contemporary notice of Babing- 
ton’s invention was made in a lecture by 
Hodgkins at Guy’s Hospital, in which he re- 
ferred to the “ingenious invention of my 


friend, Dr. Babington, a speculum laryngis, 
or the laryngoscope.” The speculum which 
formed a part of the first laryngoscope was 
omitted in later models. Babington devised 
the laryngoscope while still a medical stu- 
dent, and he subsequently rose to a position 
of eminence as a physician and scholar. 

The previously overlooked medical paper 
mentioned above was presented by Macken- 
zie before the Royal Medical and Surgical 
Society on April 26, 1864. On that occasion 
he presented instruments designed by Bab- 
ington which bore the name of the original 
instrument maker, and produced invoices 
for their sale. At this meeting a Dr. Streeter 
testified that Babington had used the laryn- 
geal mirror in medical practice for several 
years, and Dr. Gibbs stated that he had used 
it on him personally from 10 to 12 years 
before (1848-1850). 


The Development of Laryngeal Photography 


It naturally follows that once the larynx 
was visualized someone sooner or later would 
manifest a desire to photograph it. The early 
history of the development of laryngeal pho- 
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Fig. 2. Acute cellulitis of the epiglottis. 


tography has been well recorded by Clerf‘* 
and the more recent history by Holinger“. 


Early experiments 


In 1860 Johann Czermak showed some in- 


terest in the problem of photographing the 
larynx, and later so did Solis-Cohen, Elsberg, 
French, and others. Czermak and French 
published papers on the subject, but their 
results were.far from satisfactory. Stein of 
Frankfort-on-the-Main described a _ proce- 
dure for photographing the larynx in his 
book on Light, but no actual photographs 
accompanied the description”. 

In 1883 Lennox Browne presented the first 
successful photographs of the larynx before 
the British Medical Association. In this 
work he had the assistance, among others, 
of Mr. Emil Behnke, a lecturer on vocal phy- 
siology and voice production in London. The 
photographs consisted of still pictures of 
Mr. Behnke’s larynx during vocalization. No 
photographs of laryngeal abnormalities were 
made, and indeed Browne was very pessi- 
mistic about the future of laryngeal photo- 
graphy in this respect. 

In 1884 Thomas R. French’ of Brooklyn 
read a paper on laryngeal photography be- 
fore the Section on Laryngology of the In- 
ternational Medical Congress held in Copen- 
hagen, Denmark. He presented two portfo- 
lios of excellent still pictures of both normal 
and diseased larynxes. Portfolio 1 contained 
41 photographs of normal and diseased lar- 
ynxes from 24 subjects, and three photo- 
graphs of the posterior nares of one sub- 
ject. The pathologic conditions included 
chronic catarrhal laryngitis, chronic hyper- 
trophic laryngitis, paralysis of the arytenoi- 
deus muscle, swelling of the tissues overly- 
ing the arytenoideus muscle in laryngeal 
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Fig. 3. Tuberculosis of the larynx (vocal cord and 
epiglottis. 


phthisis, and papillomatous growths in the 
larynx. Portfolio 2 contained four series of 
photographs showing the positions of the 
various structures of the larynx in the pro- 
duction of tones in the different registers 
of voice. 


This paper represented the culmination 
of two years of work in laryngeal photogra- 
phy, in which the author was ably assisted 
by Mr. George Brainerd, a civil engineer and 
skilled amateur photographer. About 1500 
exposures were made before satisfactory re- 
sults were obtained. The author used the 
sun’s rays as a source of illumination, and a 
concave head mirror for reflection of the 
light. The simplicity of the apparatus is 
amazing. Later improvements in the tech- 
nique and apparatus were made). In con- 
trast to Lennox Browne, French was very 
optimistic about the future of laryngeal pho- 
tography as a practical means of studying 
laryngeal pathology. 

No further progress was made in photo- 
graphing the larynx until Garel of Lyons, 
France, devised an apparatus for making 
stereoscopic pictures of the larynx. His work 
was published in 1919, and was a definite 
contribution to the subject". In 1923 Clerf 
began to use the Garel camera, and present- 
ed the results of his work in 1924""), While 
this method gave the best results that had 
been obtained up to that time, the difficulties 
of illumination with the available materials 
were so great that Clerf was forced to 
abandon this line of approach as impracti- 
cable. 


Rapid advances 


In the following 10 years the introduc- 
tion of the srnall motion picture camera, the 
development of faster films, the manufacture 
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Fig. 4. Small retention cyst on the anterior sur- 
face of the epiglottis. 


of more compact and more powerful elec- 
tric light bulbs, and the introduction of 
color film paved the way for faster progress 
in laryngeal photography. Black and white 
film gave satisfactory results in depicting 
motility of the larynx, but the later use of 
color film aided immeasurably in revealing 
pathologic changes in the larynx. 

Up to 1930 no successful movies of the 
larynx had been reported. In that year Rus- 
sell and Tuttle’*) presented small colored 
pictures of the normal larynx in motion, 
which they obtained by an apparatus of 
their own device, the “fonofarynskop.” The 
authors stated that while previous attempts 
to make moving pictures of the larynx had 
been made by others, the results were only 
partially successful, the most noteworthy be- 
ing those of Calzia and Hegener. 

In 1931 Heatley"* reported on cinemato- 
graphic studies of the normal and diseased 
larynx secured by direct laryngoscopy using 
a quartz rod as the source of illumination. 
This was the first recorded attempt to pho- 
tograph the larynx by direct laryngoscopic 
procedure. The results were commendable, 
but there was inadequate illumination to se- 
cure clear definition and focal depth. 

About 1922 LeJeune experimented with 
the Garel camera, but abandoned the method 
as impracticable. In 1933, having been stim- 
ulated by the previous efforts of Lynch in 
the field of laryngeal photography, he pre- 
sented moving pictures of the larynx made 
with the suspension apparatus’. In 1936 
he reported on further observations and the 
use of color film in depicting laryngeal le- 
sions", His contributions to the subject 
made him preeminent as a pioneer in laryn- 


145 
| 
| 
| 
| 
| ch 
| 
| 
| 
| 
| 
| 
| 
| 
{ ; 
| 
4 


NORTH CAROLINA MEDICAL JOURNAL 


Fig. 5. Inflammatory polyp of the vocal cord. 


Fig. 7. Bilateral paralysis of the vocal cords. 


geal photography, and stimulated interest in 
both direct and indirect laryngoscopic meth- 
ods. 


Photography by direct and indirect methods 


In 1937 Pressman and Hinman") present- 
ed a simple technique for photographing the 
larynx by the direct laryngoscopic method. 
Adequate lighting for color photography was 
secured by providing the laryngoscope with 
twin light carriers. This principle of light- 
ing was subsequently modified by others and 
is now generally accepted for photographing 
the larynx by direct means. 

In 1939 Tucker” and Lell"®) presented 
movies of the larynx made by indirect lar- 
yngoscopic method. The larynx was visual- 
ized in the customary manner by the lar- 
yngologist, and photographed by an assis- 
tant who operated the camera independent 
of the source of illumination. In the samé 
year Soho and Fineberg''®) reported on a 
simplified apparatus for direct laryngeal 
photography using 8 mm. film and standard 
equipment. 
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Fig. 6. Ulcerative carcinoma of the epiglottis, with 
marked inflammatory reaction of the vallecula. 


Fig. 8. Foreign body (chicken bone) in the larynx. 


In 1940 Lierle and Kent®® reported their 
results obtained with colored photographs of 
the larynx using the Lynch suspension ap- 
paratus, and in the same year Pressman and 
Hinman®" recorded further advances in 
their technique of photographing the larynx. 

Some of the most instructive films depict- 
ing laryngeal physiology ever produced were 
taken by the indirect laryngoscopic method, 
with a very high speed motion picture cam- 
era developed by the Bell Telephone Labora- 
tories’). The results of these studies were 
presented by Farnsworth in 1940), Ob- 
servations on the physiologic sphincter ac- 
tion of the larynx were reported by Press- 
man in 1941°*), 

Jackson and Norris’) synchronized lar- 
yngeal films with the sound produced to dem- 
onstrate the effects of lesions of the larynx 
on the voice. The results were presented in 
1941. 

Clerf, with the technical assistance of Mr. 
J. W. Robbins, devised an apparatus which 
could be used in the office for photographing 
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the larynx by mirror laryngoscopy. The 
light delivered to the larynx by this appa- 
ratus was of such a degree as to permit a 
decrease in the size of the diaphragm open- 
ing, thereby increasing the focal depth. The 
results of their work were reported in 
1941”), The apparatus has subsequently been 
improved, and the results obtained with its 
use are excellent. 

The principles underlying photography of 
the larynx have been well outlined by Clerf™. 
However, the adjustment of the apparatus 
and the actual process of photographing the 
larynx can be learned only by experience. 
It is not an easy technique to acquire, and 
not every larynx lends itself to photography. 

Figures 1 to 8 depict illustrative exam- 
ples of inflammatory, benign, and malignant 
diseases of the larynx. A case of foreign 
body in the larynx has also been included. 


Summary 
The history of the discovery of the laryn- 
goscope (laryngeal mirror) and the devel- 
opment of the field of laryngeal photography 
have been reviewed. 


It is concluded that photography of the 
larynx is unexcelled as a medium for teach- 
ing and studying laryngeal physiology and 
pathology. 
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ACUTE INTERSTITIAL MYOCARDITIS 
ASSOCIATED WITH CARCINOMA OF 
THE BODY OF THE PANCREAS 


Report of a Case 


JEROME O. WILLIAMS, M.D. 
CONCORD 
RICHARD S. POLLITZER, M.D. 
and 
HAROLD D. GREEN, M.D. 
WINSTON-SALEM 


The case presented here is believed to be 
an instance of acute interstitial myocarditis 
associated with carcinoma of the body of the 
pancreas. 

Myocarditis 

Acute interstitial myocarditis is also 
known as Fiedler’s myocarditis’, idiopathic 
myocarditis, and “isolated myocarditis”. 
It is classified by Saphir as one of the four 
general categories of myocarditis”, and is 
said to be very rare and of an obscure na- 
ture, having been found only 43 times in a 
series of 1,402 cases of myocarditis”. 

Two types of acute interstitial myocarditis 
have been described. The more common is 
the diffuse type, which is characterized by 
diffuse, inflammatory changes in the cardiac 
muscle, with infiltrations of lymphocytes, 
mononuclear cells, eosinophils, plasma cells, 
and a few neutrophils”. The process tends 
to produce fibrosis”). In the less common, 
granulomatous type, there are small nodules 
with giant cells and caseation, somewhat re- 
sembling tuberculous foci™. 

Grossly, acute interstitial myocarditis may 
show cardiac dilatation”. 


From the Department of Pathology, the Department of Med- 
icine, and the Department of Physiology and Pharmacology, 
of the Bowman Gray School of Medicine of Wake Forest 
College and the North Carolina Baptist Hospital, Winston- 
Salem, North Carolina. 
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The clinical diagnosis is rarely made cor- 
rectly. Symptoms include precordial pain, 
fever, tachycardia, diminished systolic blood 
pressure, cardiac enlargement, systolic mur- 
murs, and heart tones of poor quality. Con- 
gestive failure may occur. 

The etiology is unknown”, In a few cases 
the sulfonamides have been implicated. 
Other possible etiologic agents have included 
burns and “toxemias.” In experimental an- 
imals myocardial injury due to the effect of 
sparteine and epinephrine has been demon- 
strated”. 

Pancreatic Relationship 

Cardiac complications of carcinoma of the 
body of the pancreas have been reported”. 
Leach mentions the findings of coronary 
thrombosis in one of his cases of carcinoma 
of the pancreas; in another of his cases there 
were ‘‘marked myocardial changes,” but he 
does not state whether this was a case of 
myocarditis”. 

In examining the recent literature the au- 
thors have not encountered any report of 
acute interstitial myocarditis associated with 
carcinoma of the body of the pancreas. 


Carcinoma of the Body of Pancreas 


Carcinoma of the body of the pancreas 
accounts for about 1 per cent of all deaths 
from cancer’. It was encountered 14 times 
in 14,000 autopsies’. These tumors are usu- 
ally adenocarcinomas, having a gland-like 
structure or seeming to arise from the ducts; 
their cells have an anaplastic appearance". 

It is noteworthy that in carcinoma of the 
body of the pancreas (including the tail), 
pain is often an early and important symp- 
tom, whereas jaundice does not appear until 
quite late’. In one series, pain was the ini- 
tial complaint in 70 per cent of the cases", 
The pain is usually epigastric, and tends to 
radiate to the right, left, or directly back- 
It is usually dull, aching, and 
of a boring nature”: '°°. Other symptoms in- 
clude weight loss, weakness, and gastroin- 
testinal disturbances" "), 

Among the symptoms of carcinoma of 
the body of the pancreas, multiple venous 
thromboses are a late but unexplained find- 
ing. They occurred as a late symptom in 
about one third of the cases in several se- 
ries: 1°!) The veins involved are said to 
include especially the subclavian and great 
saphenous veins, the inferior vena cava, and 
the iliac, splenic, portal, and mesenteric 
veins"'”., Gross, Jaehning, and Coker, in re- 
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viewing the literature, found that of 56 cases 
of carcinoma associated with migrating 
thrombophlebitis, 33 were pancreatic carci- 
nomas''*’, 

Although the reason for the high incidence 
of multiple venous thromboses with carci- 
noma of the body of the pancreas has not 
been explained, it has been postulated that 
these neoplasms may secrete an excessive 
amount of substance normally produced by 
the pancreas and involved in the blood-clot- 
ting mechanism, or that perhaps they give 
rise to an abnormal substance which hastens 
clotting". It has also been suggested that 
the increased lipase secretion influences co- 
agulability of the blood by more efficient di- 
gestion of fats and absorption of fat-soluble 
vitamin 

Report of Case 

A 73 year old man was admitted to the North 
Carolina Baptist Hospital, December 3, 1949, com- 
plaining of exertional dyspnea and epigastric pain. 

The patient stated that he had had occasional 
attacks of “asthma” for several years; however for 
a number of months prior to admission, he had had 
increasingly severe exertional dyspnea. This had 
become so marked that even talking made him short 
of breath. He had developed a cough which was pro- 
ductive of about half a cup of white, tenacious spu- 
tum each day, Nitroglycerine had been used in an 
attempt to relieve the discomfort. 

The epigastric pain had been present for at least 
10 years, Originally it had occurred chiefly before 
meals, and was usually relieved by taking food. 
About a year before admission, however, it had be- 
come more constant, and was no longer relieved by 
ingestion of food, He had lost 15 pounds of weight 
in six months. There had been occasional tarry 
stools for a year or two, but no change in bowel 
habits. Shortly after the alteration in the character 
of his epigastric pain had occurred, roentgenograms 
of the stomach, duodenum, and gallbladder had been 
made. These had shown no abnermalities. 

Eighteen months before admission the patient had 
received sulfadiazine and penicillin as treatment 
for urinary tract disease. At that time his blood 
pressure was 150 systolic and 84 diastolic. An elec- 
trocardiogram showed sinus tachycardia, first de- 
gree atrioventricular block, left axis deviation, and 
evidence of myocardial disease. 

Physical Examination: On admission the oral tem- 
perature was 101 F., the pulse rate was 88, respira- 
tions were 20 to 26 per minute, and blood pressure 
was 106 systolic, 78 diastolic. The patient was a 
thin, deaf, elderly, white male who appeared chron- 
ically ill and apprehensive. His skin was warm, dry, 
inelastic, and showed evidence of recent weight loss. 
The retinal arterioles showed moderate sclerosis. 
The heart tones were of fair quality, but there was 
a grade II apical systolic murmur. Percussion of 
the lungs revealed dullness in the left base. There 
were moist inspiratory rales over the lower two 
thirds of the right posterior lung field, and over the 
lower half of the left posterior lung field. Occa- 
sional wheezing rhonchi were heard, Vocal and tac- 
tile fremitus were normal, 

The abdomen was poorly relaxed, and there was 
tenderness in the epigastrium. The liver was pal- 
pable 3 cm, below the right costal margin. No other 
masses were palpated in the abdomen. Large, par- 
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tially thrombosed hemorrhoids were present. The 
remainder of the physical examination was not 
significant. 

Laboratory Findings: The hemoglobin was 14 Gm. 
per 100 cc., and the leukocyte count was 28,200 per 
cubic millimeter. Serologic tests for syphilis were 
negative. The urine showed no significant abnor- 
mality. The blood nonprotein nitrogen was 38 mg. 
per 100 cc.; serum chlorides were 92 milli-equiva- 
lents per liter. Sputum culture revealed alpha-hem- 
olytic streptococci, Neisseria catarrhalis, and a few 
beta-hemolytic streptococci. 

Roentgen films of the chest were suggestive of 
diffuse, bilateral bronchopneumonia, but it was 
stated that the possibility of metastatic carcinoma 
could not be ruled out. Examination of the large 
intestine by barium enema showed no significant 
findings. 

Course in Hospital: The patient was given 400,000 
units of procaine penicillin intramuscularly on ad- 
mission, and 300,000 units daily thereafter. He was 
digitalized with digitoxin. Although fever dimin- 
ished, the pulse rate increased, and the patient com- 
plained of weakness and substernal pain. 

On the fourth hospital day, his pulse rate reached 
120 per minute, and he became quite dyspneic, pre- 
senting a shock-like picture, A transfusion of 500 
ec. of group A, Rh negative whole blood was ad- 
ministered intravenously without immediate reac- 
tion. The patient was placed in an oxygen tent and 
was given theophylline with ethylenediamine intra- 
venously, An electrocardiogram was interpreted as 
being suggestive of myocardial infarction with in- 
tramyocardial block. 

The next day a second electrocardiogram was in- 
terpreted as being suggestive of a posterior infarc- 
tion of the myocardium. A few hours later the pa- 
tient suddenly became cyanotic. The blood pressure 
could not be obtained, and heart tones could not be 
heard, Respirations were of a rapid, gasping char- 
acter. The patient was given nikethamide, artificial 
respiration, and suction, but expired about 10 min- 
utes after onset of the cyanosis, 


Autopsy findings 

At autopsy, the heart weighed 525 Gm. Its sur- 
face was of a uniform dark, reddish-brown color, 
showing a moderate amount of epicardial fat. All 
chambers of the heart were filled with postmortem, 
currant-jelly clots. All four valve rings were dilated, 
especially the mitral, suggesting valvular incom- 
petency. The aortic cusps showed some thickening 
and calcification, particularly along their free mar- 
gin. The coronary ostia were patent. The coronary 
arteries showed moderate atherosclerosis, with nar- 
rowing of their lumina. The coronary vessels, how- 
ever, were patent throughout. The wall of the left 
ventricle measured 18 millimeters in diameter, while 
the wall of the right ventricle measured 6 milli- 
meters in diameter. The cardiac muscle throughout 
was of a homogeneous, dark reddish-brown color, 
markedly firm in consistency, and showed no local- 
ized gross lesions. 

Microscopically, the myocardial fibers were en- 
larged, and the cells had an increased transverse 
diameter, with hyperchromatic nuclei which showed 
squaring of their ends. The capillaries and small 
arterioles were dilated and filled with erythrocytes. 
Some of the muscle fibers contained golden and 
yellowish tan pigment, resembling hemosiderin. In 
some places, there was degeneration of the myo- 
cardium, with replacement by fat. In many areas 
there were focal infiltrations of lymphocytes and 
olymorphonuclear leukocytes. The coronary arter- 
ies showed no thromboses, It is believed that the 
cardiac findings are those of acute interstitial myo- 
carditis, with fatty degeneration and infiltration of 
the myocardium. 


POLLITZER, AND GREEN 149 


The pancreas was enlarged and quite irregular. 
It weighed 250 Gm. Arising from the body of the 
ancreas was a very large, firm mass approximate- 
y 6.5 cm, in diameter, which had replaced approxi- 
mately two thirds of the pancreas. Multiple sec- 
tions made through the pancreas revealed this large, 
central mass to be a roughened, irregular tumor, 
which cut with the gritty consistency of an unripe 
pear, and was grayish white in color. Milky ma- 
terial exuded from its cut surface. Microscopically, 
the tumor had an alveolar pattern, made up of duct- 
like structures. The cells were of tall, columnar 
epithelial type, with hyperchromatic nuclei. There 
were marked variations in the size, shape, and 
staining properties of the cells. Some areas appear- 
ed quite anaplastic. Portions of the cytoplasm of 
the cells appeared to be producing mucoid material. 

A similar type of tumor tissue was seen in the 
lungs, liver and spleen, and in the mesenteric, pre- 
aortic, and regional lymph nodes. 

It is probable that the pancreatic carcinoma was 
the primary lesion and the myocarditis the imme- 
diate cause of death. 


Comment 


It seems quite possible that these two conditions 
—acute interstitial myocarditis and carcinoma of 
the body of the pancreas—occurred together for- 
tuitously in this patient. However, one is tempted 
to speculate whether there was some etiologic asso- 
ciation, and whether the recognized tendency of car- 
cinoma of the body of the pancreas to produce mul- 
tiple thromboses may have played some part. 

Pathologically, the picture is one of an inflam- 
matory reaction in the myocardium rather than one 
of a thrombotic or infarctive process. Careful ex- 
amination of the heart, both grossly and micro- 
scopically, has revealed no evidence of thromboses, 
either arterial or venous. 

If the association is fortuitous, then this is mere- 
ly an interesting coincidence. If there is a hidden 
etiologic relationship, however, the presentation of 
this case may stimulate further interest in this 
connection and possibly lead to the clarification of 
other similar unreported cases. 


Summary 

It is believed that this case represents the 
occurrence of acute interstitial myocarditis 
in association with carcinoma of the body 
of the pancreas. The question is raised as to 
whether the association of the two condi- 
tions is coincidental, or whether there is an 
etiologic relationship. 
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THUMBNAIL SKETCHES 
OF EMINENT PHYSICIANS 


LEGAL DIFFICULTIES OF EARLY 
NORTH CAROLINA PHYSICIANS 


DOROTHY LONG 
LEXINGTON, KENTUCKY 


Among the early physicians of eastern 
North Carolina were several whose ideas 
and practices, progressive for their time, 
seem to have involved them in legal diffi- 
culties. In a description of eighteenth cen- 
tury New Bern, A, T. Dill, Jr.,"’ mentions 
Dr. Andrew Scott, who was apparently at- 
tempting at that time to inoculate patients 
for smallpox. Dill quotes the court minutes 
of 1759, the August session, in which a wit- 
ness was summoned to answer questions 
“concerning Dr. Andrew Scotts sending to 
him for some Small Pox Skabbs in a vial.” 
As there are apparently no further refer- 
ences to the matter, one cannot be sure that 
Dr. Scott did inoculate any patients, though 
it seems probable. 

Almost 40 years later, at Edenton, two 
other doctors were accused of the same of- 
fense. J. B. Cheshire, in Nonnulla?', gives 
extracts from a manuscript copy of a bill 
of indictment drawn by Blake Baker, at- 
torney, in 1798, to be laid before the grand 
jury in the Edenton district, in which “the 
Jurors for the State upon their oath present, 
that Frederick Ramake, late of the town of 
Edenton, Practitioner in Physic and Sur- 
gery, and John Beasley, late of the same 
place, also Practitioner in Physic & Surgery, 
on the fifteenth day of February, in the 
year of our Lord one thousand seven hun- 
dred and ninety-eight . . . at the dwelling 
house of a certain Wilson Newbern.. . un- 
lawfully and injuriously did uphold, main- 
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tain and keep a certain house and place for 
the reception and entertainment of persons 
laboring under a certain dangerous and in- 
fectious distemper called the Small pox... 
and continuously afterwards until the first 
day of Apri] in the year aforesaid, with 
force and arms in the County and in the dis- 
trict aforesaid, unlawfully and injuriously 
did inoculate and cause to be inoculated 
divers persons . . .” The indictment con- 
tinues to describe at some length the state 
of alarm aroused in the people of Edenton, 
and concludes that the action of the two 
doctors was “to the great damage, danger 
& nuisance of the inhabitants of the said 
Town, & the vicinity thereof, to the evil ex- 
ample of all others in like case so offending, 
and against the peace and dignity of the 
State.” 

No records of any trial were found by 
Cheshire, so it seems probable that the doc- 
tors were not tried, or at least were not con- 
victed of any offense. At any rate, the inci- 
dent evidently had no effect upon the repu- 
tation of one of them, if the Dr. Frederick 
Ramcke who died in Edenton on July 29, 
1800, was the same person as the Dr. Ramake 
mentioned above, which seems almost cer- 
tain, despite the slight difference in the 
spelling of his name in the two accounts. 
D. L. Corbitt, in the North Carolina His- 
torical Review, has reprinted the obituary 
of Dr. Ramcke, which appeared in a con- 
temporary periodical, the Post-Angel, or 
Universal Entertainment, of September 10, 
1800. This eulogistic account says that the 
doctor, “by the gentleness and suavity of 
his manners, his skill and application in 
the medical art, the friendliness and _ hos- 
pitality of his disposition, justly merited 
and acquired the affection and esteem of 
everyone. His death must be regretted as a 
loss to the public, in being bereaved of the 
services of a man of unblemished morals, 
untainted integrity, and singular probity 
and goodness. He grudged not his trouble 
in visiting the sick, and his heart was too 
good to let him see the distress of his fellow 
creatures, without offering a willing hand 
to relieve them.” 
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SHORTER SCHOOL DAYS FOR THE 
FIRST GRADE 


Twenty years ago the Forsyth County 
Medical Society was instrumental in having 
the school day for the first three grades 
in the Winston-Salem city schools shortened 
by one to two hours. Since then the first 
grade has had a four hour day—from 8:30 
to 12:30. 


Most parents, teachers, children, and phy- 
sicians have been well pleased with this 
schedule. Recently, however, the State De- 
partment of Public Instruction has been 
bringing pressure to bear upon the Winston- 
Salem school authorities to lengthen this 
day, on the ground that: “During the past 
few years, there has been a definite trend 
toward making the primary school day lon- 


ger and more informal in nature. The de- 
sirable modern first grade program of work 
is a relaxed one, including work, play, rest, 
food, and other natural everyday activities 
of young children. Our present four-hour 
schedule does not provide for unhurried par- 
ticipation in all of these activities. Some 
of us believe that our children and teachers 
are now working under considerable strain 
and tension and that a little more time 
would be welcomed.’ 


A plain, blunt parent may be pardoned 
for wondering just how keeping a six year 
old child in school from five to six hours 
would relieve his “strain and tension.” Cer- 
tainly the time actually required for his 
studies is not nearly four hours. Some years 
ago this journal”) told of a six year old child 
kept in bed by a long illness whose parents 
employed a first grade teacher to spend an 
hour or less each school day during the 
school year. At the end of the year the child 
had covered, without special effort, all the 
work required in the first two grades of 
the public school. She entered the third 
grade the next year, and easily kept up with 
her classes. Since then she has graduated 
from Duke University with a good record. 


Our State Department of Public Instruc- 
tion should recall the experiment conducted 
in Richmond in 1928-1929, at the request of 
a Parent-Teachers’ Association. 


“A committee was appointed ‘consisting of four 
physicians, two mothers, and one teacher, to investi- 
gate the relation of shorter hours to the health of 
children in the first three grades of school.’ Two 
schools serving virtually the same class of people 
were used, each furnishing a few more than 250 
pupils. In the test group the closing time was 12:30 
for the first and second grades, 2:00 for the third 
grades. In the control group, the closing hours were 
1:30 or 1:45 for the first grades, 2:00 for the second 
grades, and 2:45 for the third grades. The opening 
time was 9:45 for both groups. 

“At the end of the year it was found that the aver- 
age child in the test group had gained 5.12 pounds, 
in the control group 3.81. At the beginning of the 
experiment it was agreed that measles, on account 
of its highly contagious nature, would not be count- 
ed against either group. Exclusive of measles, 
there were 225 pupil days lost on account of illness 
in the test group, and 1,677 days in the control 
group—a 600 per cent greater loss of time in the 
long-hour group. 

“From the standpoint of the school authorities, 
the experiment was altogether in favor of the short- 
hour group, which made 18.5 per cent more A’s on 
deportment, had the highest per cent of promotions 
ever recorded, and scored well above the average of 
the other schools in the city on standard achieve- 
ment tests. As for the parents, 88.13 per cent of 
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them answered the question, ‘Do you. think the 
shorter hours are of benefit to your child?’ with an 
unqualified ‘Yes.’ 

As a result of the experiment the shorter 
hours were instituted for the first three 
grades of all the Richmond schools. 

A poll of the pediatricians in Winston- 
Salem revealed that every one was in favor 
of keeping the hours as they are now, and 
felt that to lengthen the day would be a 
step backward instead of forward. The State 
Department authorities explain that the chil- 
dren need the extra time in school in order 
to let them get lunch there instead of at 
home. The inference to be drawn from this 
—that the state, rather than the parents, is 
the natural guardian of the child—might be 
accepted without question in Russia, but not 
in North Carolina. 
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THE RED CROSS ANNUAL APPEAL 


The 1952 Red Cross fund appeal comes at 
a time of continuing world-wide crisis that 
demands a great voluntary effort on the part 
of everyone, since military strength alone 
cannot solve the problems created by this 
crisis, 

Many of us take the millions of Red Cross 
workers and their humanitarian activities 
for granted—and few of us realize the many 
things they do in our name each day— 
tasks of mercy we would perform gladly 
if we were at hand or if we knew the need. 

Each day volunteers in towns and cities 
throughout the country carry on a stagger- 
ing program. Blood is collected and made 
available to the armed forces and to civilian 
hospitals; able-bodied and hospitalized ser- 
vicemen and women are assisted in a thou- 
sand ways; disaster sufferers receive emer- 
gency care and shelter as well as long-term 
rehabilitation aid. 

Through less dramatic programs of ser- 
vice the Red Cross trains nurse’s aides, 
home nurses, and first aiders, all of whom 
provide a foundation for civil defense—self- 
help. The Red Cross gives children an op- 
portunity to serve their community, nation, 
and world—thus preparing them for the re- 
sponsibilities of citizenship. In the fields of 
health and safety the Red Cross stands ready 
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to give instruction, training, and informa- 
tion. Internationally, it helps to make the fa- 
cilities and advantages of America available 
to other countries and peoples in need. 

The Red Cross has a far-reaching effect 
upon the life of every American, especially 
during these uncertain times. Let’s do our 
part to keep the services of the Red Cross 
geared to meet the needs of the nation and 
all its citizens. Answer the call of the Red 
Cross today so that Red Cross can answer 
the call of Americans tomorrow. 

* * 


FLUORIDATION OF WATER SUPPLY 


A statement by Dr. Roy Norton, our State 
Health Officer, in favor of adding fluoride to 
Raleigh’s public water supply was released 
for publication on February 21. The New 
England Journal of Medicine for February 
28 carried an editorial on the same subject. 
This coincidence illustrates the widespread 
interest in the subject. It also shows that 
human nature in a New England Yankee 
and in a Southerner is pretty much the same, 
since it is necessary in both sections to 
overcome prejudice against what some mis- 
guided people consider as forcing medical 
treatment upon a community against the 
wishes of a few individuals. 

Both Dr. Norton and Editor Joe Garland 
offer convincing arguments as to the value 
and the harmlessness of adding to the pub- 
lic water supply fluoride in the quantities 
not exceeding one part per million. The 
practice has the endorsement of the Ameri- 
can Dental Association and the Council on 
Pharmacy and Chemistry of the American 
Medical Association. As Dr. Norton con- 
cludes: 


“The North Carolina State Board of Health cer- 
tainly would not advocate any measure unless it 
believed that measure beneficial, not to a few but 
to all the people. Whether some like it or not, the 
world is moving on and will continue to do so as 
long as the human mind is allowed to explore new 
fields and discover added benefits for health and 
happiness. The policy of fluoridation also is given 
the endorsement of the United States Public Health 
Service, which is responsible not to only four mill- 
ion people but to more than 150 million people. 

“It is pointed out by the Public Health Service that 
for about a dime a year, per person, communities 
can add fluoride to their water supplies and bring 
their children the benefits of 40 to 65 per cent less 
tooth decay. Children under one year of age will 
receive practically full benefits of fluoride drinking 
water. Children who are older, when fluoride is 
added to the water, will receive substantial protec- 
tion against tooth decay, but not so much as young- 
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er children. This protection, however, continues 
throughout life. The United States Public Health 
Service also points out that, by adding fluoride to 
community water supplies, dental bills can be ma- 
terially decreased for both extractions and replace- 
ments, The cost of a single filling will pay for fluor- 
ide for one person for about 30 years.” 


* 


DOROTHY THOMPSON ON 
BARBITURATES 


The leading article by Miss Dorothy 
Thompson, in the Ladies Home Journal for 
March, is a sweeping condemnation of bar- 
biturates”’. Much of what Miss Thompson 
says is true; but it is calculated to do far 
more harm than good. Unquestionably the 
barbiturates are greatly abused, and they 
should be dispensed only on the prescrip- 
tion of doctors who understand the needs of 
the patients for whom they are intended. 


The ehief objection to such articles as Miss 
Thompson’s is that they are read avidly by 
the very people who most need barbiturates. 
These patients then become so afraid of be- 
coming addicts that it requires all a doc- 
tor’s powers of persuasion to convince them 
that they will not become addicts from an 
occasional sleeping pill or capsule. One can 
hardly blame a patient for being frightened 
by such statements as “even ordinary doses 
can produce temporary mental disturbances, 
delirium and even hallucinations”; “A long 
period of use, with cumulative effects, pro- 
duces symptoms difficult to distinguish from 
those of paresis, encephalitis, multiple sclero- 
sis or acute psychosis (insanity).’’” 


Even if a doctor succeeds in getting such 
a patient to take the prescription for a hyp- 
notic out of the office, the chances are that it 
will never be filled; or if filled, that it 
will not be taken; or if taken, that the fear 
engendered by such an article will more 
than outweigh the sedative effect of the 
drug. A writer in a recent issue of the British 
Medical Journal said that most patients with 
anxiety neuroses required at least twice the 
average dose of a hypnotic in order to over- 
come their prejudice against any sort of se- 
dation. Great Britain must also have its lay 
writers on medical subjects. 
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In contrast to Miss Thompson’s authori- 
tative statements as to the danger of bar- 
biturates, and also as to their uselessness, 
Dr. Walter Alvarez, in his recent classic 


work, The Neuwroses, says: 

“Many persons with insomnia need help from 
drugs. They could get to sleep without them, but 
they might have to wait until 2 a.m., and that would 
mean that they would be sleepy next day .. . Many 
laymen and even some physicians fear soporifics 
and think that they are habit forming, but in my 
experience, they are not. True habituation with 
euphoria or a running up of the dosage, or with- 
drawal symptoms have been reported, but I have 
not seen the syndrome, In forty-five years I have 
seen perhaps a dozen persons who were taking bar- 
biturates to excess, but they had all had a psycho- 
pathic personality to begin with. Every one of them 
was able to stop the use of the drug instantly and 
without symptoms of withdrawal; their only com- 
plaint then was that without help from something 
they could not sleep.’!?) 


And Dr. Wallace Yater has recently said: 

“Of all the drugs at our disposal perhaps the most 
valuable are phenobarbital and belladonna. The 
former has been very much maligned in recent 
years, It has been called a dangerous drug, and yet 
I venture to say that it is prescribed more than any 
other. It has been called habit-forming, but my own 
experience is that it is harder to get patients to 
continue taking it than to stop its use.’’) 

Undoubtedly a patient’s confidence in his 
doctor is one of the chief factors in his re- 
covery. Anything that lessens that confi- 
dence does the patient a disservice. For that 
reason, professional writers should be very 
careful of the subjects they choose and the 
language they use in writing articles on 
medical matters. The patients who most 
need to accept medical advice are often the 
ones who are most influenced by what they 
read in popular magazines. 

Such patients may, to some extent, be de- 
sensitized to such articles by telling them 
the story of Dr. Oliver Wendell Holmes, 
who, on finding one of his hypochondriacal 
patients poring over a medical book in the 
Boston Public Library, tapped’ him on the 
shoulder and whispered, “Better look out, 
old man! Some day you’ll die of a misprint.” 
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Committees and Organizations 


Public Relations Committee 


THE DOCTOR AND REHABILITATION 


The North Carolina Department of Voca- 
tional Rehabilitation and the physician can 
be of tremendous help to each other. To the 
doctor, the agency is a means of helping 
many of his patients who have physical or 
mental handicaps and who are unable to 
pay for essential medical care. To the agency, 
the doctor gives valuable advice, diagnos- 
tic aid, and restorative measures through 
treatment or corrective surgery. 

The Rehabilitation Department accepts 
clients under the following circumstances: 

1. The individual must have a permanent 
or static disability which constitutes an em- 
ployment handicap. The department does not 
accept acute cases. 

2. He must be unable to pay part or all of 
the bill. Rehabilitation supplies the differ- 
ence. 

3. The prognosis for the patient returning 
to self-sustaining work must be favorable. 

4. The condition must be such that it can 
be cured or substantially alleviated by a 
short period of hospitalization or medical 
care. 

5. Usually the department cannot accept 
cancer cases, because the prognosis is poor. 
Tuberculosis can only be accepted for ser- 
vice other than treatment. Treatment of tu- 
berculosis would be of a long drawn-out 
nature. There are other cases in which the 
prognosis at best is poor. 

Rehabilitation accepts cases, not to spon- 
sor treatment as such, but to enable the in- 
dividual to return to gainful employment. 

Rehabilitation, in addition to medical 
treatment and surgery, is able to provide 
training tuition, training supplies, occupa- 
tional tools and equipment, prosthesis, or 
whatever the particular individual needs, in 
each particular case, to return to gainful 
employment. 

Without the doctor’s evaluation, some hid- 
den condition such as a bad heart might 
exist and cause attempts at rehabilitation 
to go for naught. Again, corrective surgery 
may enable a person to do work he is phy- 
sically unable to do. 

The physician and Rehabilitation may be 
considered a team, each supplying that phase 
of service needed to restore to employment 
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or make employable the physically handi- 
capped person. Approximately one fifth of 
all persons on Rehabilitation rolls are re- 
ferred by one or another category of medi- 
cal personnel. Rehabilitation in turn, refers 
many patients to the physician who other- 
wise would never have secured needed med- 
ical attention. 

Many times a physician ponders a pa- 
tient’s problem of medical restoration. Re- 
habilitation is one outlet for many. The 
referrals and evaluations of physicians are 
welcomed. 

After the doctor has completed the treat- 
ment phase the rehabilitation counselor is 
faced with the problem of getting the pa- 
tient into employment. Here the doctor is of 
immense importance in the picture. His 
advice as to work limitations and capaci- 
ties plays a vital part, on which might 
well hinge the future vocational adjustment 
of the patient. The counselor can test the 
aptitudes, provide training, tools, counsel, 
guidance and placement; but, unless he 
knows the capacities and limitations of the 
patient, he is in a difficult procedure. What 
can the patient do? What can’t he do? What 
must he guard against? What is the prog- 
nosis, both for life and for work expec- 
tancy? These are the problems the physician 
must evaluate in guiding the patient and the 
rehabilitation counselor. 

ROBERT B. HAWKINS 
Senior Rehabilitation Supervisor 
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BULLETIN BOARD 


PRELIMINARY PROGRAM 
of the 
NINETY-EIGHTH ANNUAL SESSION 
The Medical Society 
of the 
State of North Carolina 


May 5, 6, and 7, 1952 
PINEHURST, NORTH CAROLINA 
Headquarters—Hotel Carolina 


RESUME OF PROGRAM 


SUNDAY, MAY 4, 1952 
A.M.—Executive Council Meeting (Small Card Room) 
P.M.—Medical Motion Picture (Large Card Room) 
P.M.—Memorial Service 
rmon: “Witnessing Our Own Immortality” 
Dr. I. G. Greer, Executive Vice President of the 
Business Foundation of North Carolina, Chapel 
Hill, N. C. (Ball Room 
Music: 
tions 


) 
Sandhills Madrigal Society—Choral Selec- 


MONDAY, MAY 5, 1952 


A.M.—Registration Booth opens (Front Lobby) 
A.M.—Technical Exhibits open (West Porches) 
A.M.—Medical Motion Picture (Large Card Room) 
P.M.—Scientific Exhibits open (East Porches) 
P.M.—House of Delegates of Medical Society 

(Ball Room) 
House of Delegates of Medical So- 


P.M.- ‘Soclar Hour, Medical College of Virginia Alumni 
Association (Pine Room) 

P.M.—-Medical College of Virginia Alumni Dinner 
(Crystal Room) 

P.M.—Scientific and Technical Exhibits Close 

P.M.—House of Delegates Keconvenes (Ball Room) 

P.M.—Medical Auxiliary Executive Board (Dutch Room) 

P.M.—-Medical Auxiliary Bingo Party (Large Card Room) 


TUESDAY, MAY 6, 1952 
A.M.—Medical Officers’ Breakfast (Crystal Room) 
A.M.—Registration Booth opens (Front Lobby) 
A.M.—Exhibits open (West Porches—-East Porches) 
A.M.—First General Session of Medical Society 


Ball Room) 

A.M.—Medical Auxiliary, House of Delegates Meeting 
Pine Room) 
A.M.—Medical Auxiliary 
P.M.—Presentation High School Essay 

(Amos N. Johnson, M.D., Chairman) 
P.M.—Medical Auxiliary Luncheon 

(Pinehurst Country Club) 

P.M. Alumni Luncheons (Schedule and places 
to be announced in official program.) 
P.M.—Scientific Section Meetings. Medical Society: 
Section on Practice of Medicine and Surgery 
(Large Card Room) 

Section on Surgery (Ball Room) 

Section on Neurology and Psychiatry (Theatre) 

Section on Radiology (Pine Room) 

Section on Pathology (Dutch Room) 
P.M.—President’s Dinner (Main Dining Room) 
P.M.—Entertainment —Floor Show (Ball Room) 
P.M.—President’s Ball (Ball Room) 

WEDNESDAY, MAY 7, 1952 
A.M.--Registration Booth opens (Front Lobby) 
(West Porches—East Porches) 
A.M.—Medical Auxiliary Officers’ Breakfast (Stag Room) 
A.M.— Second General Session, Medical Society 

(Ball Room) 

A.M.—Bridge and Canasta Party Medical Auxiliary 

(Large Card Room) 

A.M.—Nominations and Elections 

Noon—Recess for Conjoint Session (Ball Room) 

P.M.—Reconvene General Session--Award of Exhibit At- 
tendance Prizes and Golf Prizes (Ball Room) 

P.M. Medical Alumni Luncheons and places 
to be announced in official ee.) 

P.M. 

P.M.- 


Annual Meeting (Pine Room) 
Contest Winner 
Ball Room 


Second Meeting, House of Delegates Medical So- 

ciety (Small Card Room) 

-Scientific Section Meetings, Medical Society: 

Section on Practice of Medicine (Ball Room) 

Section on Opthalmology and Otolaryngology 
(Large Card Room) 

Section on Pediatrics (Theatre) 

Section on Gynecology and Obstetrics (Pine Room) 

Section on Public Health and Education (The 
Village Chapel—Episcopal) 

P.M.--Third General Session (Ball Room) 

Adjournment Sine Die 
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PROGRAM OF THE MEDICAL SOCIETY 


OFFICERS’ BREAKFAST 
TUESDAY, MAY 6, 1952 
(Crystal Room) 
7:00 A.M.—(Officers will assemble in Crystal 
Room) 
7:30 A.M.—Breakfast for Officers (Crystal Room) 
Fred C. Hubbard, Presiding 
A.M.—Address (subject to be announced) 
Mr. Leo Brown, Director, Department 
of Public Relations, American Medical 
Association, Chicago 
A.M.—Announcements 
Adjournment 


8:00 


FIRST GENERAL SESSION 
TUESDAY, MAY 6 
(Ball Room) 


A.M.—Call to Order, Millard D. Hill, M.D., 
Chairman, Committee on Arrangements 
Invocation: 

Announcements 
Presentation of President Frederic C. 
Hubbard, M.D. 

A.M.—Report of Committee on Scientific 
Awards: 

Rowland T. M. D., Chairman, 
Charlotte 

William S. Dosher, M.D., Wilmington 
Isaac H. Manning, Jr., M.D., Durham 
Ernest Furgurson, M.D., Plymouth 

A.M.—From Section on General Practice of 
Medicine and Surgery — Wiley S. Co- 
zart, M.D., Fuquay Springs, Chairman 
“Caution—Curves head” 

Mr. Mac F. Cahal, Executive Secretary, 
National American Academy of Gen- 
eral Practice, Kansas City, Kansas 

A.M.—From Section on Surgery—Donald B. 
Koonce, M.D., Chairman, Wilmington 
“The Use of Gastric Analysis in the 
Diagnosis of Surgical Disease” 

Nathan Womack, M.D., Chapel Hill 
Discussant: Deryl Hart, M.D., Durham 

A.M.—Address: “A New Approach to the Care 

of Alcoholics at the State : 
C. Hoff, M.D., Professor of Neurologi- 
cal Science, Medical College of Vir- 
ginia; Medical Director of the Division 
of Alcohol Studies and Rehabilitation 
of the State Department of Health, 
Richmond 

A.M.—Address: 

John W. Cline, M.D., President, Ameri- 
can Medical Association, San Francisco, 
California 

A.M.z-From Section on Neurology and Psy- 
chiatry—Guy L. Odom, M.D., Chairman, 
Durham 
Title to be Announced 
George C. Ham, M.D., Professor of 
Psychiatry, University of North Caro- 
lina, Chapel Hill 

A.M.—From Section on Radiology—George J. 
Baylin, M.D., Chairman, Durham 
“Abnormalities of Canalization of the 
Gastro-Intestinal Tract” 

Edward B. D. Neuhauser, M.D., Chief 
Radiologist at the Children’s Medical 
Center, Boston, Massachusetts 

A.M.—From Section on Pathology — Thomas 
B. Wilson, M.D., Chairman, Raleigh 
“Role of the Bronchial Artery in Pul- 
monary Disease” 

C. Bruce Taylor, M.D., Chapel Hill 


10:30 
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SECTION ON PRACTICE OF MEDICINE 
AND SURGERY 
(Large Card Room) 
Tuesday, May 6, 2:30 P.M. 


Wiley S. Cozart, M.D., Chairman, Fuquay Springs 
——e Surgical Problems in Infancy and Child- 
ood” 
W. C. Sealy, M.D., Duke University, Durham 
“Electrocardiography in General Practice” 
D, N. Stewart, M.D., Hickory 
“Use of Intravenous Procaine Hydrochloride, Medi- 
cal and Surgical Conditions” 
A. G. Crumpler, M.D., Fuquay Springs 
“Management of Gout 
Henry L. Valk, M.D., Bowman Gray, Winston- 
Salem 
“Trichlorethyene (Triolene) Analgesia for Obstet- 
rics and Minor Surgery in a General Practice” 
Gordon Smith, M.D., Snow Hill 
“Comparative Biological Effects of the Vitamin In- 
osital with Other Like Vitamins” 
R. F. Mobbs, M.D., Aberdeen 
“Caution—Curves Ahead” 
Mr. Mac F. Cahal, Executive Secretary, Na- 
tional American Academy of General Practice, 
Kansas City, Missouri 
(Before First General Session) 


SECTION ON SURGERY 
(Ball Room) 
Tuesday, May 6, 2:30 P.M. 


Donald B. Koonce, M.D., Chairman, Wilmington 
“An Evaluation of the Present Methods of Treat- 
ment of Prostatic Obstructions” 
William Coppridge, M.D., Durham; Louis C. 


Roberts, M.D., Durham; Jack Hughes, M.D., 
Durham 
Discussant: John Rhodes, M.D., Raleigh 
“Surgery in the Older Person” 
Howard Bradshaw, M.D., Winston-Salem 
Discussant: Wingate M. Johnson, M.D., Winston- 
Salem 
“A Technique of Saphenous Vein Stripping” 
(Moving Picture) 
Alex Webb, M.D., Raleigh 
Discussant: Max Schiebel, M.D., Durham 
“Management of Symptomless Intrathoracic Lesions” 
Paul Sanger, M.D., Charlotte 
Discussant: W. C. Sealy, M.D., Durham 
“Anesthesia and Supportive Therapy for Surgery in 
Infants and Children” 
Felda Hightower, M.D., Winston-Salem 
Discussant: Leonard Nanzetta, M.D., Winston- 
Salem 
“The General Principles of Treating Fractures in 
Children” 
Lenox Baker, M.D., Durham, and R. W. Coon- 
rad, M.D., Durham 
Discussant: Malory Pittman, M.D., Wilson 
“The Use of Gastric Analysis in the Diagnosis of 
Surgical Disease” 
Nathan Womack, M.D., Chapel Hill 
Discussant: Deryl Hart, M.D., Durham 
(Before First General Session) 


SECTION ON NEUROLOGY AND PSYCHIATRY 
(Theatre) 
Tuesday, May 6, 2:30 P.M. 


Guy L. Odom, M.D., Chairman, Durham 
“Diagnostic Problems of Slow Growing Intracranial 
Tumors” 
Richard H. Ames, M.D., Greensboro 
Discussant: Joseph B, Stevens, M.D., Greensboro 
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“Psychiatric and Psychological Evaluation of Sixty 
First Offenders” 
William P. Wilson, M.D., Duke University School 
of Medicine, Durham 
“Residual Effects of Rocky Mountain Spotted Fever 
on the Central Nervous System” 
George T. Harrell, M.D., and Richard L, Mas- 
land, M.D., Bowman Gray School of Medicine, 
Winston-Salem 
“Survey of Ruptured Intervertebral Discs in the 
Cervical Region” 
Courtland H. Davis, Jr., M.D., Guy L. Odom, 
M.D., and Barnes Woodhall, M.D., Duke Univer- 
sity School of Medicine, Durham 
Discussant: 
“Severe Choreic States in Adults as Manifestations 
of Depressive Reactions” 
Colonel William E. Wilkinson, M.D., U.S. Army, 
Duke University School of Medicine, Durham 
“The Care of the Traumatic Paraplegic” 
Eben Alexander, Jr., M.D., Bowman Gray School 
of Medicine, Winston-Salem 
Title to be Announced 
George C, Ham, M.D., Professor of Psychiatry, 
University of North Carolina, Chapel Hill 
(Before First General Session) 


SECTION ON RADIOLOGY 
(Pine Room) 
Tuesday, May 6, 2:30 P.M. 


George J. Baylin, M.D., Chairman, Durham 
“The Management of Cystic Disease of the Lungs” 
Will C. Sealy, M.D., Associate Professor of Sur- 
gery in Charge of Thoracic Surgery, Duke Hos- 
pital, Durham 
“Roentgen Findings in Congenital Deformities of 
the Hips, Joints and Lower Extremities” 
Leonard Goldner, M.D., Assistant Professor of 
Orthopedic Service, Duke Hospital, Durham 
“The Effects of the Atomic Blast at Hiroshima and 
Nagasaki” 
W. C. Davison, M.D., Dean of Medical School 
and Professor of Pediatrics, Duke University 
Intermission 
“The Roentgen Diagnosis of Congenital Malforma- 
tions of the Heart” 
Edward B. D. Neuhauser, M.D., Chief Radiolo- 
gist at The Children’s Medical Center, Boston, 
Massachusetts 
“Abnormalities of Canalization of the Gastro-Intes- 
tinal Tract” 
Edward B. D. Neuhauser, M.D., Chief Radiolo- 
gist at The Children’s Medical Center, Boston, 
Massachusetts 
(Before First General Session) 


SECTION ON PATHOLOGY 
(Dutch Room) 
Tuesday, May 6, 2:30 P.M. 


Thomas B. Wilson, M.D., Chairman, Raleigh 


“A Classification of Renal Disease” 
Paul Kimmelstiel, M.D., Charlotte 
“Necrotizing Glomerulitis” 
Thomas N, Lide, M.D., Winston-Salem 
“Nephrotic Syndrome with Pyelonephritis” 
Robert W. Prichard, M.D., Winston-Salem 
“Hyperparathyroidism and Renal Dysfunction” 
George J. Race, M.D., Durham 
“Lower Nephron Nephrosis; an Unusual Case” 
Bernard F. Fetter, M.D., Durham 
“Role of the Bronchial Artery in Pulmonary Dis- 
ease” 
C. Bruce Taylor, M.D., Chapel Hill 
(Before First General Session) 
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PRESIDENT’S DINNER 
(Main Dining Room) 
Tuesday, May 6, 1952 


7:00 P.M.—Banquet 
Toastmaster—W. Reece Berryhill, M.D., 
Chapel Hill 
Invocation: 
7:40 P.M.—Presentation of Guests 
7:50 P.M.—Address: 
President Fred C. Hubbard, M.D., North 
Wilkesboro 
8:20 P.M.—Presentation of President’s Jewel 
James H. McNeill, M.D., North Wilkes- 
boro 
8:30 P.M.—Address: (Title to be designated) 
John W., Cline, M.D., President, Ameri- 
can Medical Association, San Francisco, 
California 
9:10 P.M.—Adjournment 
10:00 P.M.—Floor Show Entertainment 
(Ball Room) 
11:15 P.M. 


to 
2:00 A.M.—President’s Ball 


SECOND GENERAL SESSION 
(Ball Room) 
WEDNESDAY, MAY 7, 1952 


Arthur L. Daughtridge, M. D. 
Second Vice President, Presiding 


9:00 A.M.—From Section on Practice of Medicine 
George T. Harrell, M.D., Chairman 
“The Effect of Cortisone on Infections” 
Samuel P, Martin, M.D., Department of 
Medicine, Duke University School of 
Medicine, Durham 


9:20 A.M.—From Section on Ophthalmology and 
Otolaryngology 
Ralph A. Arnold, M.D., Chairman 
“Vertigo” 
Beverly Armstrong, M.D., Charlotte 


From Section on Pediatrics 
William L. Venning, Jr., M.D., Chair- 


man 
“Cancer in Childhood” 

Wilburt C. Davison, M.D., Dean, Duke 
University School of Medicine, Durham 


10:00 A.M.—From Section on Gynecology and Ob- 
stetrics 
Adam T, Thorpe, M.D., Chairman 
“Transfer of Anesthetic and Analgesic 
Agents Across the Placental Barrier” 
Charles E, Flowers, Jr., M.D., State 
University of New York, Brooklyn, 
New York 

10:20 A.M.—From Section on Public Health and 
Education 
O. David Garvin, M.D., Chairman 
“Chronic Illness and the Aging Popu- 
lation” 
William L. Fleming, M.D., Professor 
of Preventive Medicine, U.N.C. School 
of Medicine, Chapel Hill 


10:40 A.M.—Election of members to expiring terms 
of boards 


11:00 A.M.—Address: “The Relations of Doctors and 
the Farm Group” 
Mrs, Haven Smith, Chappel, Nebraska 
11:20 A.M.—(To be Announced) 
11:50 A.M.—Recess of General Session 


9:40 A.M. 


BULLETIN BOARD 


CONJOINT SESSION 
Wednesday, May 7, 1952—12:00 o’clock Noon 


G. Grady Dixon, President of the North Carolina 
State Board of Health, will preside over this meet- 
ing of the Medical Society of the State of North 
Carolina and the State Board of Health. 

12:25 P.M.—Reconvening of Second General Session 
Award of Golf Prizes and Exhibit 
Prizes 

12:40 P.M.—Adjournment 


SECTION ON PRACTICE OF MEDICINE 
(Ball Room) 
Wednesday, May 7, 2:30 P.M. 


George T. Harrell, M.D., Chairman, 

Winston-Salem 

“Some Problems in the Clinical Use of Resins” 
Woodrow Batten, M.D., Smithfield 

“Evaluation of Renal Function” 
Charles H. Burnett, M.D., Department of Medi- 
cine, School of Medicine, University of North 
Carolina, Chapel Hill 

“Diagnostic and Therapeutic Use of Radioiodine” 
Ernest H. Yount, Jr., M.D., and Robert Andrews, 
M.D., Departments of Internal Medicine and 
Radiology, Bowman Gray School of Medicine, 
Winston-Salem 

“Subarachnoid Hemorrhage: Etiology and Mortal- 

ity’ 

‘Gas L. Odom, M.D., Byron M,. Bloor, M.D., 
James B, Golden, M_D., and Barnes Woodhall, 
M.D., Department of Neurosurgery, Duke Uni- 
versity School of Medicine, Durham 

of Urticaria” 

. E, McRae, M.D., Greensboro 

“The Effect of Cortisone on Infections” 
Samuel P. Martin, M.D., Department of Medi- 
cine, Duke University School of Medicine, 
Durham 
(Before Second General Session) 


SECTION ON OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 
(Large Card Room) 
Wednesday, May 7, 2:30 P.M. 


Ralph Arnold, M.D., Chairman, Durham 
“Corneal Transplantations” 
Byerly Holt, M.D., Winston- Salem 
“Use of Cortisone in the Ey e” 
Clinton Chandler, M. D. McPherson Hospital, 
Durham 
“Nystagmus” 
Paul Abernathy, M.D., Burlington 
“Use of Chloromycetin in Ear, Nose and Throat” 
James Harrill, M.D., Winston-Salem, John Aus- 
band, M.D., Winston-Salem 
“Treatment of Septal Abscess” 
Wardell Mills, M.D., Greensboro 
“Vertigo” 
Beverly Armstrong, M.D., Charlotte 
(Before Second General Session) 


SECTION ON PEDIATRICS 
(Theatre) 
Wednesday, May 7, 2:30 P.M. 


William L. Venning, Jr., M.D., Chairman, 
Charlotte 
“Humidification in Pediatrics” 
Samuel F. Ravenel, M.D., Greensboro 
“Harelip and Cleft Palate” 
W. T. Berkeley, M.D., Charlotte 
“Sins of Commission” 
Robert T. Lawson, M.D., and J. B. Reinhart, 
M.D., Winston-Salem 
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“Two Case Reports — Aplastic Anemia — Due to 
Chloromycetin ?” 

John L, Cochran, Jr., M.D. 

“Histoplasmosis, Case Report” 
Robert J. Murphy, M.D., Raleigh, and William 
H, Davis, Jr., Elizabeth City 

“Cancer in Childhood” 
Wilburt C. Davison, M.D., Dean, Duke Univer- 
sity Medical School, Durham . 
(Before Second General Session) 


SECTION ON GYNECOLOGY AND OBSTETRICS 
(Pine Room) 
Wednesday, May 7, 2:30 P.M. 
Adam T. Thorp, M.D., Chairman, Rocky Mount 
“Evaluation of Methods of Pain Relief During La- 
bor and Delivery with Reference to Mother and 
Child” 
C. R. Stephen, M.D., Professor of Anesthesiol- 
ogy, Duke University, Durham 
Discussants: C. E. Flowers, M.D., and R. N. 
Creadick, M.D. 


“The Diagnosis and Management of Cervical Le- 
sions” (with lantern slides) 
Carlton N, Adams, M.D., Winston-Salem, and 
Donald Whitener, M.D., Winston-Salem 


“Curability of Carcinoma of the Uterine Cervix” 
J. Robert Andrews, M.D., Professor of Radiol- 
ogy, Bowman Gray School of Medicine, Win- 
ston-Salem 

Tentative Title “Experiences with the Papanicolau 

Smear” 
Thomas W. Huey, Jr., M.D., Charlotte 

“Transfer of Anesthetic and Analgesic Agents 

Across the Placental Barrier” 
Charles E, Flowers, Jr., M.D., State University 
of New York, Brooklyn, New York 
(Before Second General Session) 


SECTION ON PUBLIC HEALTH 
AND EDUCATION 
Village Chapel—Episcopal 
Wednesday, May 7, 2:30 P.M. 
O. David Garvin, M.D., Chairman, Chapel Hill 

“Growth of School Children as an Index of the Nu- 

tritional Status of the Community” 
A. Hughes Bryan, M.D., Professor of Public 
Health Nutrition, University of North Carolina, 
Chapel Hill 
Discussant: 

“Chronic Illness and the Aging Population” 
William L. Fleming, M.D., Professor of Pre- 
ventive Medicine, U.N.C, School of Medicine, 
Chapel Hill 
(Before Second General Session) 


THIRD GENERAL SESSION 
(Ball Room) 


Wednesday, May 7, 1952 


5:00 P.M.—Report of the House of Delegates 

5:15 P.M.—Unfinished Business 

5:20 P.M.—New Business 

5:30 P.M.—Installation of President, President- 
Elect, and Vice-Presidents 

5:40 P.M.—Remarks by President and President- 
Elect 

5:50 P.M.—Adjournment sine die 
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NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Postgraduate medical courses sponsored by the 
University School of Medicine and the Extension 
Division have been arranged at Gastonia, with the 
Gaston County Medical Society and adjoining county 
societies as co-sponsors, and at Salisbury, with the 
Rowan-Davie Counties Society as co-sponsor. The 
programs are as follows: 


GASTONIA 


March 19— 
4:00 p.m. 


7:30 p.m. 


March 26— 
4:00 p.m. 
7:30 p.m. 


April 2— 
4:00 p.m. 


7.30 p.m. 
April 9— 

4:00 p.m. 

7:30 p.m. 
April 16— 


4:00 p.m. 
7:30 p.m. 


April 23— 
4:00 p.m. 


7:30 p.m. 


SALISBURY 


March 20— 
4:00 p.m. 


7:30 p.m. 


March 27— 
4:00 p.m. 
7:30 p.m. 


April 
4:00 p.m. 
7:30 p.m. 


April 10— 
4:00 p.m. 


7:30 p.m. 


Painless Hemorrhage of Late Preg- 
nancy 
Differentiation of Hypertension in 
Pregnancy 
Dr. John S. Fish, Emory University 
School of Medicine 


Liver Disease: Diagnosis 
Liver Disease: Treatment 
Dr. Franz J. Ingelfinger, 
University Medical School 


The Relation of Life Stress to Organic 
Disease 
A Further Discussion of The Relation 
of Life Stress to Organic Disease 
Dr. Stewart G. Wolf, University of 
Oklahoma School of Medicine 


Boston 


Diagnosis of Peripheral Vascular Dis- 
ease 
Treatment of Peripheral Vascular Dis- 
ease 
Dr. Hugh Montgomery, University 
of Pennsylvania School of Medicine 


Recent Advances in Pediatrics 
Rheumatic Fever in Children 
Dr. Robert D. Mercer, Cleveland 
Clinic, Cleveland 


Anesthesia; 
exact topic to be announced. 
Anesthesia; 
exact topic to be announced, 
Dr. Edward B. Tuohy, Georgetown 
University School of Medicine 


Painless Hemorrhage of Late Preg- 
nancy 
Differentiation of Hypertension in 
Pregnancy 
Dr. John S. Fish, Emory University 
School of Medicine 


Liver Disease: Diagnosis 

Liver Disease: Treatment 
Dr. Franz J. Ingelfinger, Boston 
University Medical School 


The Relation of Life Stress to Organic 
Disease 
A Further Discussion of The Relation 
of Life Stress to Organic Disease 
Dr. Stewart G. Wolf, University of 
Oklahoma School of Medicine 


Diagnosis of Peripheral Vascular Dis- 
ease 
Treatment of Peripheral Vascular Dis- 


ease 
Dr. Hugh Montgomery, University 
of Pennsylvania School of Medicine 
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April 17— 
4:00 p.m. Recent Advances in Pediatrics 
7:30 p.m. Rheumatic Fever in Children 


Dr. Robert D. Mercer, Cleveland 

Clinic, Cleveland 

April 24— 
4:0 


0 p.m. Anesthesia; 
exact topic to be announced. 
7:30 p.m. Anesthesia; 


exact topic to be announced. 

Dr. Edward B. Tuohy, Georgetown 

University School of Medicine 

* 

Dr. N. A. Womack attended a joint meeting of the 
Society of Clinical Surgery, the Society of Univer- 
sity Surgeons, and the Halsted Club in Baltimore on 
February 7 and 8. me 

Dr. Charles H. Burnett spoke to the Randolph 
County Medical Society at its February meeting on 
“Mechanisms and Management of Edema.” 
* * * 


New appointments to the staff include: 

Dr. W. P. Richardson, currently research profes- 
sor of public health administration and head of the 
Department of Field Training in the School of Pub- 
lic Health of the University, as professor of pre- 
ventive medicine and assistant dean in charge of 
continuation education, Dr, Richardson received his 
medical training at the Medical College of Virginia 
and his public health training at Johns Hopkins 
University. Since returning to North Carolina he 
has worked with several county health departments, 
the State Board of Health, and the School of Public 
Health at the University. 

Dr. David A, Young, superintendent of the North 
Carolina Hospitals Board of Control, as clinical pro- 
fessor of psychiatry. Dr. Young attended Harvard 
Medical School and before returning to North Caro- 
lina in 1945 was a member of the faculty of the 
University of Utah. 

Dr. Ernest Craige, a graduate of Harvard Medical 
School and at the present assistant in medicine at 
the Massachusetts General Hospital and the Har- 
vard Medical School as assistant professor of medi- 
cine. 

Dr. Isaac M. Taylor as assistant professor of 
medicine. Dr. Taylor also received his training at 
Harvard and at the Massachusetts General Hospital. 

Dr. Jeffress G. Palmer as assistant professor of 
medicine. Dr. Palmer attended Emory University 
School of Medicine, had training at the North Caro- 
lina Baptist Hospital, and is at the present time a 
fellow in medicine at the University of Utah. 

Dr. Thomas B, Barnett as instructor in medicine. 
Dr. Barnett is a graduate of the University of 
chester School of Medicine, where he now holds a 
position in the Department of Medicine. 

Dr. Richard M. Peters as assistant professor of 
surgery in thoracic surgery. Dr, Peters received his 
training at Yale University and Washington Uni- 
versity; since July, 1950, he has been on the staff 
at the latter institution. 

Dr. Colin G, Thomas, Jr., a graduate of the Uni- 
versity of Chicago Medical ‘School, as assistant pro- 
fessor of surgery in general surgery. He comes to 
the University from the staff of the State Univer- 
sity of Iowa College of Medicine. 

Dr, John B, Hill and Dr, Gabriel F. Tucker, Jr., 
as assistant professors of pharmacology. Dr. Hill 
had his undergraduate training at the University 
of Wisconsin and his Ph.D. degree from Columbia 
University; before joining the staff at Columbia he 
taught at the University of Wisconsin. Dr. Gabriel 
received his M.D. degree at Johns Hopkins Univer- 
sity and is now serving an internship at the Gradu- 
ate Hospital of the University of Pennsylvania. 

* * 
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The first annual Medical Alumni Day was held in 
Chapel Hill on March 5; 250 alumni were present. 
Of the 28 living alumni of the old Medical School 
of the University that was operated in Raleigh from 
1902 to 1910, the following were present: Drs. Z, M. 
Caveness of Raleigh, A. G. Woodard of Goldsboro, 
J. A. Ward of Hertford, A. E. Riggsbee of Durham, 
A. F. Nichols of Roxboro, J. M. Wilcox of Carthage, 
G. W. Gentry of Roxboro, and John A. Ferrell of 
Raleigh, and Dean Hubert Royster of Raleigh. Dr. 
William Coppridge, president of the Medical Alumni 
Association, presided at the meeting. Dr, ; 
Sanger, president of the Medical College of Vir- 
ginia, Dr. Samuel H. Proger, of the New England 
Medical Center and professor of medicine at Tufts 
College Medical School, Dr. Charles M. Caravati, 
associate professor of clinical medicine at the Medi- 
cal College of Virginia, Dr, Kinloch Nelson, profes- 
sor of clinical medicine at the Medical College of 
Virginia, and Dr. John A. Ferrell, executive secre- 
tary of the North Carolina Medical Care Commis- 
sion, participated in a roundtable discussion of the 
educational service functions of the Medica! School 
to the State. 

Officers of the Medical Alumni Association elected 
for the coming year were: president, Dr. Roy B. 
McKnight of Charlotte; vice president, Dr. Milton 
S. Clark of Goldsboro; secretary - treasurer, Dr. 
Thomas G. Thurston of Salisbury. Dr. J. B. Cald- 
well of Gastonia and Dr. Russell O. Lyday of Greens- 
boro were named to the Alumni Council. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 
Postgraduate Courses 

The first postgraduate course in psychiatry and 
neurology to be offered by the Bowman Gray School 
of Medicine of Wake Forest College will be available 
to 30 general practitioners and public health officers 
on March 18 and 19, 1952. The course will be under 
the direction of Dr. Lloyd J, Thompson, professor 
and director of the Department of Psychiatry and 
Neurology. Other participants in the teaching of the 
course will be: Dr. Richard L. Masland, associate 

rofessor of psychiatry and neurology; Dr. Paul 

aun, assistant professor of psychiatry and clinical 
director of Graylyn; Dr. Angus C. Randolph, assist- 
ant professor of clinical psychiatry; Dr, John B. 
Reinhart, instructor in pediatrics and assistant in 
clinical psychiatry; Dr. Richard C. Proctor, instruc- 
tor in psychiatry and neurology, and assistant direc- 
tor of Graylyn; Dr. Eben Alexander, Jr., assistant 
professor of neurosurgery; Dr. Robert L. McMillan, 
professor of clinical internal medicine; Dr. Frank 
R. Lock, professor and director of obstetrics and 
gynecology; Dr. David Cayer, associate professor of 
internal medicine; Miss Mary Sumner, associate in 
psychiatric social work; and Mr, Joseph Grassi, 
assistant professor of clinical psychology. Plans 
have been made for tours of the facilities at Gray- 
lyn, the rehabilitation center, as well as neurologic, 
psychiatric, and neurosurgical clinics, discussions of 
alcoholism, psychosomatic aspects of cardiovascular 
disorders, obstetrics and gynecology, and gastro- 
intestinal disorders, in addition to demonstration of 
techniques of treatment. 

The Bowman Gray School of Medicine will spon- 
sor a postgraduate course in cardiovascular diseases 
on March 25, 26, and 27, under the direction of Dr. 
Robert L. McMillan, professor of internal medicine. 
The course will be offered to 35 general practition- 
ers of small North Carolina communities, and the 
teaching will be a correlative effort on the part of 
the Departments of Internal Medicine, Radiology, 
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Microbiology, Surgery, Physiology and Pharmacol- 
ogy, Pediatrics, Obstetrics and Gynecology, and Psy- 
chiatry and Neurology. Included in the program are 
clinics, round table discussions, and lectures. 

The Medical Alumni of Wake Forest College will 
meet at the Bowman Gray School of Medicine on 
April 17. During the morning hours, members of the 
faculty will be available on each of the hospital 
wards for rounds or conferences, During the after- 
noon a series of clinics will be presented by the fac- 
ulty of the Departments of Surgery, Obstetrics and 
Gynecology, Internal Medicine, Pediatrics, Psychi- 
atry and Neurology, and Neurosurgery. There will be 
a reception and banquet at the Old Town Club in 
Winston-Salem at six o’clock for the alumni and 
their wives. 

Dr. Frank Lock, professor and director of obstet- 
rics and gynecology, has recently been appointed on 
a committee to make a study and recommendations 
concerning possible revisions in the National Board 
examinations. Serving with Dr. Lock on the commit- 
tee, which met in Princeton on February 29, are: 
Dr. William F. Mengert, chairman of the Department 
of Obstetrics and Gynecology, Southwestern Medical 
College; Dr. John I. Brewer, professor of obstetrics 
and gynecology, Northwestern University School of 
Medicine; Dr, Thaddeus L, Montgomery, professor 
of obstetrics and gynecology, Jefferson Medical Col- 
lege; and Dr. William E, Studdiford, Jr., professor 
of obstetrics and gynecology, New York University 
School of Medicine. 


NORTH CAROLINA STATE BOARD OF HEALTH 


“More than 96 per cent of the babies born in 
North Carolina now receive a birth certificate, ac- 
cording to the preliminary findings of a nationwide 
survey of birth registration,” Dr. J. W. R. Norton, 
State Health Officer, has just announced. Dr, Nor- 
ton stated that this registration test, recently con- 
ducted by the United States Public Health Service 
and the United States Bureau of the Census, with 
the North Carolina State Board of Health cooperat- 
ing, revealed that North Carolina had a registration 
completeness of 96.1 per cent in 1950 as compared 
with 86.1 per cent in 1940. There are still an average 
of about four children out of every hundred born 
whose births are not properly filed by the atten- 
— to provide them with such identification later 
in life. 

“Copies of such certificates are now needed for 
school enrollment, entrance into the Armed Services, 
passports for travel to foreign countries, identifica- 
tion, inheritance, and many other pur- 
poses,” Dr. Norton said. “Unless such births have 
been registered early, considerable delay is often 
encountered when certificates are needed; and the 
longer the delay, the more that are not filed.” 


NORTH CAROLINA TUBERCULOSIS 
ASSOCIATION 


With 104 units reporting as of January 15, 1952, 
the total 1951 Seal sale is $416,394.13. Of the 104 
units, 99 had comparable reports. These 99 units 
show an increase of $23,314.35, or 6 per cent over 
the same period last year. 

Beaufort County, with a $6,868.42 over January 
1951, shows the largest increase. Mecklenburg is 
next with an increase of $6,728.07, and then Cumber- 
land, who topped the 1951 report by $5,000. 

2 

Twenty-six persons were enrolled at the NTA In- 
stitute held in Southern Pines on February 4-15. 
Those appearing on the program from North Caro- 
lina were: Dr. William M. Peck, North Carolina San- 
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atorium; Dr. H. Stuart Willis, superintendent of 
North Carolina Sanatoriums; and Dr. Lucy Morgan, 
professor of health education, University of North 
Carolina. 

* 

Twenty-five grants to aid medical research pro- 
jects in tuberculosis and 11 research and teaching 
fellowships have been approved by the Board of Di- 
rectors of the National Tuberculosis Association for 
the fiscal year beginning April, according to an an- 
nouncement by Dr, Esmond R. Long, Director of 
Medical Research for the NTA. 

Three grants were made in North Carolina: two 
to Duke University and one to the North Carolina 
State Sanatorium. 

The Trudeau School of Tuberculosis will present 
its thirty-eighth annual session, beginning Monday, 
April 28, 1952, and continuing for four weeks. The 
subject matter will cover all aspects of pulmonary 
tuberculosis and also certain phases of other chronic 
chest diseases, including those of occupational origin. 

A number of reservations have been requested for 
the 1952 session and inasmuch as registration is lim- 
ited it is suggested that those who plan to attend 
make early application. 

Address: Secretary, Trudeau School, Saranac 
Lake, New York. 


NORTH CAROLINA SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS 


East Carolina College at Greenville, North Caro- 
lina, will again offer courses for teachers dealing 
with slow learners, and children with speech defects 
and hearing losses. Two clinics will be held for handi- 
capped children. 

Western Carolina Teachers College will have well 
known specialists for the courses for teachers inter- 
ested in slow learning, emotional disturbances, 
speech defects, hearing losses, and orthopedically 
handicapped children. Clinical assistants will con- 
duct the classes for the children. Dean W. E. Bird 
announces that a parent-child program will be tried 
this summer, The parent must register in courses 
related to her child’s difficulty. 

The University of North Carolina School of Edu- 
cation will offer three types of services for teachers 
interested in special education. Capable leadership 
will be provided for teachers wishing to help slow 
learners, those with speech handicaps, and those 
with reading difficulties. Limited laboratory and 
clinical experiences will be available, All work is on 
a graduate level. 

North Carolina College in Durham is planning its 
program for special education teachers. 

For information write to the Summer School Di- 
rector—of the college of your choice. 


EIGHTH DISTRICT MEDICAL SOCIETY 
The Eighth District Medical Society will hold a 
meeting on April 10 at the Jefferson Club near 
Guilford College. 


EDGECOMBE-NASH MEDICAL SOCIETY 


The regular monthly meeting of the Edgecombe- 
Nash Medical Society was held in Rocky Mount on 
February 12 in conjunction with the regular meet- 
ing of the Fourth District Medical Society. Speaker 
of the evening was Dr. Ivan Brown, director of the 
blood bank, Duke Hospital, and associate director 
of the American Red Cross blood program, 
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FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Byrd S. Leavell, associate professor of medi- 
cine at the University of Virginia, spoke on “Some 
Problems Associated with Splenomegaly” at the 
dinner meeting of the Forsyth County Medical So- 
ciety held on February 12, in Winston-Salem. 


CARTERET COUNTY MEDICAL SOCIETY 


The Morehead City Hospital entertained the Car- 
teret County Medical Society at its regular monthly 
meeting Monday night, February 11. The scientific 
paper was presented by Dr. George W. Johnson, 
surgeon, of Wilmington. His subject was “Surgical 
Female Disorders.” 

The secretary of the society announced that the 
Camp Lejeune medical staff had invited the Carteret 
County Medical Society to attend the Camp Lejeune 
regular monthly medical and surgical seminar. 

The president, Dr. Milton B. Morey, presided. 

N. THOMAS ENNETT, M.D. 
Corresponding Secretary 


DUKE UNIVERSITY MEDICAL ALUMNI 
LUNCHEON 


The Duke Medical Alumni luncheon during the 
meeting of the Medical Society of the State of 
North Carolina will be held Tuesday, May 6, at 1:00 
p-m., at the Mid-Pines Club. Those planning to at- 
tend should notify the secretary, Dr. Talmage L. 
jens Box 3811, Duke Hospital, Durham, North 

‘arolina. 


NEWS NOTES 
Dr. Harold B. Spangler has announced the open- 


ing of his office in Rocky Mount, North Carolina. 
His practice will be limited to infants and children. 


TENNESSEE STATE MEDICAL ASSOCIATION 


The one hundredth and seventeenth annual meet- 
ing of the Tennessee State Medical Association will 
be held in Knoxville, April 7, 8, and 9, with head- 
quarters at the Andrew Johnson Hotel. 


TRI-STATE MEDICAL ASSOCIATION 


The fifty-third annual meeting of the Tri-State 
Medical Association of the Carolinas and Virginia 
was held in Roanoke, Virginia, February 18 and 19. 
Participating in the program from North Carolina 
were Dr. R. B. Davis of Greensboro, Dr. R. Burke 
Suitt of Duke University, Dr. Clyde M. Gilmore and 
Dr. Marvin E. McRae of Greensboro, Dr. R, L. Wein- 
stein of Fairmont, and Dr. J. H. Neese of Monroe. 

Officers of the Association include Dr. W. R. Wal- 
lace of Chester, South Carolina, president; Dr. 
James Asa Shield of Richmond, president-elect; Dr. 
J. F, Williams of Richmond, Dr. R. L. Crawford of 
Lancaster, South Carolina, and Dr. T. C. Bost of 
Charlotte, vice presidents; and ‘Dr. J. M. Northing- 
ton of Charlotte, secretary-treasurer. 


BAYLOR UNIVERSITY COLLEGE OF MEDICINE 


A refresher course for medical technologists will 
be presented at the Baylor University College of 
Medicine, Houston, Texas, by the Department of 
Biochemistry, August 18-23. Application should be 
made to Dr. J. H. Gast, Department of Biochemistry, 
Baylor University College of Medicine, Houston 25, 
Texas, before August 1. Registration is limited, ar, 
only qualified medical technologists should apply. 
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The fee is $25 ($10 payable with application). Re- 
quests for room reservation can be made with appli- 
cation. The Shamrock Hotel is offering a special 
rate of $12 per day for two, three, or four persons 
per room (single beds). 


INDUSTRIAL HEALTH CONFERENCE 


The 1952 Industrial Health Conference will be 
held at the Netherland Plaza Hotel in Cincinnati, 
Ohio, April 19 to 26. The conference will include 
sessions of the Industrial Medical Association, the 
American Conference of Governmental Industrial 
Hygienists, the American Industrial Hygiene Asso- 
ciation, the American Association of Industrial Den- 
tists, the American Association of Industrial Nurses, 
and the U.S. Navy Fourth Annual Industrial Health 
Conference, 


AMERICAN COLLEGE OF RADIOLOGY 


The journal, Radiology, announced last month that 
a new compound had been developed for the radio- 
graphic visualization of the gallbladder and that 
clinical tests carried out so far showed that it was 
far superior to the opaque materials used-in the 
past. 

The new product will be marketed under the trade 
name, Telepaque, and is manufactured by Win- 
throp-Stearns Company. 


UNITED CEREBRAL PALSY ASSOCIATION, INC. 


To help relieve the acute shortage of physical 
therapists, United Cerebral Palsy announced re- 
cently that it had made a grant for $12,000 to the 
Physical Therapy School of Northwestern Univer- 
sity, Chicago, to enable the school to continue its 
training of therapists for another year. 


FOUNDATION OF THE AMERICAN SOCIETY 
OF PLASTIC AND RECONSTRUCTIVE 
SURGERY, INC. 


1952 Essay Contest in Plastic and 
Reconstructive Surgery 
The Foundation of The American Society of Plas- 
tic and Reconstructive Surgery offers awards in 
junior and senior classifications for original contri- 
butions in this field. 


1. Junior Classification 
Two six month scholarships in leading plastic 
surgery services in the United States, England and 
Italy. The contest is open to plastic surgeons in the 
specialty not longer than five years. 


2. Senior Classification 

Foundation’s annual prize—Silver Plaque—for the 
best essay presented at the annual meeting of the 
American Society of Plastic and Reconstructive 
Surgery. 

The winning essays, in both classifications, will 
appear on the program of the forthcoming annual 
meeting of the A.S.P. & R.S. to be held in New York 
City, November, 1952. 

All entries must be received by the Award Com- 
mittee not later than September 1, 1952. 

Further inquiries should be addressed to: 

The Award Committee 

c/o Jacques W, Matiniac, M.D. 
11 East 68th Street 

New York 21, N. Y. 
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AMERICAN COLLEGE OF ALLERGISTS 


On April 4, 5, and 6 at Pittsburgh, Pennsylvania, 
the American College of Allergists will offer an 
instruction course in allergy. To insure complete 
coverage, the college has called in some 60 well 
known authorities in the field to give addresses, 
clinical talks, and demonstrations. The program has 
been designed for physicians in other fields of prac- 
tice, especially those in general practice, that they 
may learn to recognize and manage the allergic 
component in the complaints of their patients. 

For further information and a copy of the pro- 
gram, write the office of the American College of 
Allergists, LaSalle Medical Building, Minneapolis 
2, Minnesota. 

* 

The next annual meeting of the American College 
of Allergists will be held this year at the William 
Penn Hotel in Pittsburgh, Pennsylvania, on April 
7, 8, and 9. The college is offering an unusually 
practical program for its fellows, members, and 
guests. 

All reputable physicians are welcome to attend. 
For more particulars, write the College, LaSalle 
Medical Building, Minneapolis 2, Minnesota, 


POSTGRADUATE COURSE IN OBSTETRICS 


A postgraduate course in the form of an obstetric 
seminar will be held at the Sheraton Plaza Hotel in 
Daytona Beach, Florida, on September 8, 9, and 
10, under the sponsorship of the Maternal Welfare 
Committee of the Florida Medical Association, and 
the Bureau of Maternal and Child Health of the 
Florida State Board of Health. Dr. Frances E. M. 
Read, director of the bureau, has extended an invi- 
tation to practitioners in North Carolina. Speakers 
who are outstanding in the field of obstetrics will 
participate in the program, which will consist of 
formal papers and round table discussions, 


MUSCULAR DYSTROPHY ASSOCIATIONS 
OF AMERICA, INC. 


Three new research grants in widely separated 
parts of the country were announced recently by the 
Muscular Dystrophy Associations of America. This 
brings the total of research projects initiated and 
supported by the Association to nine, all created 
within the past year, according to Michael E. Free- 
lund, executive director. 

Among the recent grants was one to Dr. W. F. H. 
M. Mommaerts at. Duke University, for the study 
of micromethods in the investigation of muscular 
metabolism. 

(BULLETIN BOARD CONTINUED ON PAGE 164) 
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AUXILIARY 


TWENTY-NINTH ANNUAL MEETING 
OF THE 


AUXILIARY TO THE MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA 
PROGRAM 


SUNDAY, MAY 4, 1952 
8:00 P.M.—Memorial Service for departed Medical Society and 
Auxiliary Members—Ball Room-—Mrs. H. Stuart 
Willis, Chairman, Auxiliary Memorial Committee 


MONDAY, MAY 5, 1952 

8:00 P.M.—Executive Board Meeting—Dutch Room 
8:30 P.M.—Bingo Party—Large Card Room-—One Dollar for 
evening. Any money left after expenses will be 
divided among the Sanatoria Bed Endowment 
Funds. Men Welcome! Mrs. George Heinitsh, Chm. 


TUESDAY. MAY 6, 1952 
A.M.—House of Delegates of Medical 
oom 
A.M.—Coca-Cola Intermission 
A.M.—Annual Meeting of Medical Auxiliary——-Pine Room 
P.M.—Luncheon. Pinehurst Country Club (Honoring Mrs. 
Leo Schaefer, Salina, Kansas, First Vice-President 
of the Auxiliary to the American Medical Asso- 
ciation; Mrs. Stanley Hill, Corinth, Mississippi. 
Vice-President of Southern Medical Auxiliary) 
Mrs. Michael Pishkoe, Chairman, Fashion Show, 
Mary Rice Shop, Hamlet. 
Informal Reception immediately folloming 
luncheon 
P.M.—President’s Dinner—Carolina Hotel Dining Room 


P.M.—Annual Ball—Ball Room 
WEDNESDAY, MAY 7, 1952 


A.M.—Breakfast—Stag Room—Medical Auxiliary Execu- 
tive Board Members and County Presidents 


Auxiliary—Pine 


A.M.—Bridge =~ Canasta Party—-Large Card Room 
Mrs. R. L. MeMillan, Chairman 


Conference Urges Constructive Program 
Now For Aging Workers 

Government and industry were urged to discard 
the economically-wasteful and socially harmful pol- 
icy of compulsory employee retirement at age 65, 
and to begin planning now a constructive program 
to deal with the growing problem of older workers. 

The recommendation was made by a group of 75 
experts in industrial relations, medicine, labor and 
education at the close of a three day conference on 
the nation’s aging population. Dr. Theodore G. 
Klumpp, president of Winthrop-Stearns, Inc., was 
chairman of the conference which was held at Ar- 
den House on January 25-27. Sponsors were the 
McGregor Fund of Detroit and the National Com- 
mittee on the Aging of the National Social Welfare 
Association. 


The conferees agreed that retirement solely on 
the basis of age was socially wasteful, and that 
“older persons willing and able to meet job require- 
ments could make a positive contribution to the 
national economy.” The country is now losing the 
potential labor of 1,500,000 persons who could earn 
$4,500,000,000 a year, according to Dr. Thomas 
Parran, dean of the Graduate School of Public 
Health at the University of Pittsburgh. 
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BOOK REVIEWS 


Annual Report on Stress. By Hans Selye. 
511 pages plus references. Price, $10.00. 
Montreal, Canada: Acta, Inc., 1951. 

As indicated on the title page, this volume repre- 
sents the first of a series of annual —— to 
the book Stress—The Physiology and Pathology of 
Exposure to Stress by the same author, This vol- 
ume reviews the stress concept in 1951, and sum- 
marizes the objections raised against the concept. 
He then reviews the new material which accumu- 
lated during the year with reference to the concept. 
This material is classified under the headings: the 
stressor agents; the adaptive hormones; special 
physiology and pathology of systemic stress; metab- 
olism (carbohydrates, proteins, fats, water, elec- 
trolytes, hormones and hormone-like substances, en- 
zymes, vitamins, hemoglobin, glutathione, metabolic 
diseases of adaptation); and morphologic and func- 
tional changes in various organs (the endocrines, 
skeletal system, the blood and hemopoietic systems, 
cardiovascular system, kidneys, respiratory system, 
muscular system, nervous system, sense organs, 
gastrointestinal system, skin, inflammation, reticulo- 
endothelial system, serologic reactions, wound heal- 
ing, and so forth). 

The organization of the book parallels that of 
the original volume in order to facilitate following 
up new developments in specific fields. In addition, 
the book is well indexed; approximately 3,300 refer- 
ences are listed in this volume. 

The author closes the volume with a brief sum- 
mary in which he presents his concept of a unified 
theory of medicine. The book will be of interest par- 
ticularly to those who have purchased the initial 
volume and wish to keep up with the developments 
in this concept. 


-Doctors in Blue. By George W. Adams. 
253 pages, with 16 illustrations. Price, $4.00. 
New York: Henry Schuman, 1952. 

This is a fine book. It covers the general develop- 
ment of the medical service of the Union Army dur- 
ing the War Between the States, and then treats 
specialized facets such as surgery, hospital arrange- 
ments, nursing services, sanitation. All this is ac- 
complished with a minimum of footnotes and in a 
readable narrative style. The reviewer has done 
enough prodding around in the references of this 
period to realize the enormous amount of work and 
critical judgment required to make a coherent story 
out of the mass of available fact. Dr. Adams, a pro- 
fessional historian, shows a rare appreciation of 
what is significant medically in his material, and a 
balanced point of view regarding the state of medi- 
cine in the 1860’s, which is often lacking in modern 
lay writings dealing with the period. 

It will be hard to find a physician, whatever his 
specialty or degree of interest in history, who would 
not enjoy this book. The War Between the States 
saw the last wholesale production of traumatic in- 
juries before the advent of antiseptic techniques and 
the bacterial theory of disease. As Dr. Adams says, 
“The briefest review of surgical procedures in the 
dressing stations and field hospitals shows such a 
gulf between the methods of that day and the asep- 
tic routine of our own that centuries, not a mere 
two generations, might well have separated 1865 
and 1914.” Except for ether and chloroform anes- 
thesia, fortunately in wide use before 1861, and the 
abandonment of cauterization in the wake of Am- 
brose Pare, there was little but a change in mechani- 
cal handling due to the great size of armies offered 
to the wounded in 1865 that was not available to 
those who fell in the Roman legions. 
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Dr, Adams’ work will be enjoyed widely outside 
of the medical profession, and can be recommended 
as sufficiently nontechnical for a general audience 
without stooping to “popularization.” There are a 
few medical comments which the reviewer would 
take exception to, but they are scarcely worth not- 
ing, and it is hoped that the book will go into a 
second edition to permit their correction, more in 
the interest of the book than the corrections. The 
list of sources, appendix, and index add considerably 
to the value of the book. 


Hippocrates on Intercourse and Pregnancy. 
Translated by Tage U. H. Ellinger, Se. D. 
M.A., Professor of Zoology and Genetics of 
the University of Philippines. With an In- 
troduction and Notes by Alan F. Gutt- 
macher, M.D., Associate Professor of Ob- 
stetrics, Johns Hopkins University. 128 
pages. Price, $2.50. New York: Henry Schu- 
man, Inc., 1952. 

The author of the original Greek treatise was 
not, we are told in the foreward, the great Hippoc- 
rates of Cos, but some other Greek physician of the 
rival Cnidian school. This little volume is interest- 
ing chiefly because of the quaint mixture of observa- 
tion with unbridled imagination which was used in 
the theories of impregnation of the female and of 
the growth and development of the fetus. 

The translator has done an excellent job, and so 
has the printer; but, even in these days of inflated 
= $2.50 seems a high price for such a small 

ok. 


Classified Advertisements 


General surgeon, native of North Carolina, 
would like location in town of 10,000 or more 
after July Ist. Four years of fully approved 
training in 850-bed hospital, with experience 
in thoracic surgery and oncology. Board eligi- 
ble. Aged 31, married, 2 children. Interested 
persons write MS-O-1, P.O. Box 790, Raleigh, 
North Carolina. 


WANTED: 

Young physician under thirty-five, military 
exempt for one year, to become associated 
with well established physician to do general 
practice. Ninety per cent of the work in office 
and hospital. Would prefer someone who is 
interested in internal medicine. Salary in the 
beginning and percentage basis later. Reply 
to 30-2, P. O. Box 790, Raleigh, N. C. 


Dr. S. P. Watson, an Eye, Ear, Nose and 
Throat Specialist in New Bern, N. C., would 
like to have a younger man come in with him 
or take over his office. Reply: Dr. S. P. 
Watson, Box 588, New Bern, N. C, 


“To an M.D. that will assume the balance of 
my lease of three months, I will turn over my 
ground floor office of three nice rooms. Noth- , 
ing to sell. I plan to leave this city the last 
of April, 1952. Population 25,000.” Reply 1-5, 
P.O. Box 790, Raleigh, N. C. 
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(CONTINUED FROM PAGE 162) 


AMERICAN COMMITTEE ON MATERNAL 
WELFARE 


A two year contest to promote research on the so- 
called “toxemias of pregnancy” has been announced 
by the American Committee on Maternal Welfare, 
Inc. The contest is open to students and personnel 
in the health professions who are not of higher aca- 
demic rank than instructor, or who are of junior 
rank on the hospital or other staff with which they 
are connected. 

Dr. Fred L. Adair, president of the committee, 
stressed that all theses must be based upon original 
work done by the authors, and must be submitted 
no later than January 1, 1954. First and second 
prizes of $500 and $250, respectively, will be award- 
ed later in 1954 at the Sixth American Committee 
on Maternal Welfare. All theses submitted will be- 
come the property of the committee. 

The research contest was announced in advance 
of the fifth American Congress on Obstetrics and 
Gynecology, which will be held in Cincinnati, March 
31 through April 4, 1952. During this meeting a 
comprehensive summary will give all progress and 
knowledge to date concerning the causes and treat- 
ment of the “toxemias.” 


AMERICAN CONGRESS ON OBSTETRICS AND 
GYNECOLOGY 


More than 2,500 physicians and nurses are ex- 
pected to aitend the fifth American Congress on 
Obstetrics and Gynecology, to be held in Cincinnati’s 
Netherland-Plaza Hotel March 31 through April 4. 
It is sponsored by the American Committee on Ma- 
ternal Welfare. 

The program will bring up to date all scientific 
and clinical aspects of obstetrics and gynecology. 
In addition to this comprehensive medical program, 
there will be papers on nursing and public health, 
and a special session on sociologic factors, 


AMERICAN LIBRARY SERVICE 


The American Library Service is in possession of 
an exceptional collection of reprints of important 
articles that have appeared in medical journals 
(many with limited circulation) during the past 60 
years. Since this material is no longer available 
through the usual channels of purchasing, it should 
prove to be of interest to the individual specialist, 
to the hospital or university library, and to the re- 
search student and historian. 

The collection was assembled at great effort over 
a period of many years. Since it includes significant 
contributions to medical literature which are not 
readily available, it has been decided to break up 
the collection and offer its component parts at a 
nominal figure. A list of available items will be 
furnished at no obligation on request. Address the 
American Library Service, 117 West 48th Street, 
New York 19, New York. 


COMMONWEALTH AND EMPIRE HEALTH 
AND TUBERCULOSIS CONFERENCE 


The Commonwealth and Empire Health and Tu- 
berculosis Conference will be held in London, Eng- 
land, July 8 to 13. The Conference is open to all 
those interested in preventive medicine, including 
the medical and veterinary professions, commercial 
and industrial executives, nurses, public health ad- 
ministrators, and the like. At the last Conference 
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held in 1949 over a thousand delegates from 50 
countries were present. Subjects for discussion in- 
clude “Protective Vaccination,” “Contemporary Ideas 
in the Management of the Tuberculous Patient,” 
“The Patient in Industry,” and others. A new fea- 
ture this year will be special smaller gatherings for 
those with a particular interest, whether doctors, 
nurses, public health officials, or social workers, at 
which appropriate subjects will be discussed. 

All information can be obtained from the National 
Association for the Prevention of Tuberculosis, Tav- 
won House North, Tavistock Square, London, 


FEDERAL SECURITY AGENCY 


Public Health Service 

A competitive examination for appointment of 
medical officers to the Regular Corps of the United 
States Public Health Service will be held on June 3, 
4, and 5, 1952. Examinations will be held at a num- 
ber of points throughout the United States, located 
as centrally as possible in relation to the homes of 
candidates, Applications must be received no later 
than April 30, 1952. 

Application forms and additional information may 
be obtained by writing to the Surgeon General, 
United States Public Health Service, Federal Secur- 
ity Agency, Washington 25, D. C. Attention: Divi- 
sion of Commissioned Officers. 

Applications received after April 30, 1952, can not 
be accepted. 

The Federal Security Agency recently announced 
the appointment of Dr. Calvin B. Spencer as Chief 
of the Division of Foreign Quarantine, U. S. Public 
Health Service, and Dr. Gilbert -L. Dunnahoo as 
Chief of Medical Programs, FSA Region X, San 
Francisco. The appointments have been made by the 
Surgeon General of the Public Health Service, Dr. 
Leonard A, Scheele. 

As Chief of Foreign Quarantine, Dr. Spencer 
heads the agency responsible for preventing the 
importation of infectious diseases into the United 
States and for the medical examination of aliens 
requesting admission into this country. The Division 
operates 243 stations at seaports, airports and points 
of border crossing in the United States and its pos- 
sessions, Offices are also maintained at 24 United 
States embassies and consulates. During the past 
fiscal year, ending July, 1951, more than 31 million 
persons were checked by Quarantine; 28,000 planes 
and 20,000 ships were inspected, Not one single 
case of a quarantinable disease was imported into 
the country. 

As Chief of Medical Programs for FSA’s Region 
X, Dr. Dunnahoo will be responsible for programs 
on tuberculosis control, venereal disease, heart dis- 
ease, cancer, environmental health, and public health 
nursing, which are now being operated in coopera- 
tion with the states and territories. Region X in- 
cludes California, Arizona, Nevada, Oregon, Wash- 
ington, Hawaii and Alaska. 


VETERANS ADMINISTRATION 


The appointment of Dr. George Marshall Lyon, 
founder and director of the extensive radioisotope 
program in Veterans Administration hospitals, as 
Assistant Chief Medical Director for Research and 
Education, was announced February 5, 1952 by Carl 
R. Gray, Jr., Administrator of Veterans Affairs. 

Dr, Lyon 4 ay Dr, E. H. Cushing, who resigned 
March 1. Dr, Lyon was senior research assistant to 
Dr. Cushing. 
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a marked and Fev 


vestibular response. * 


In a study of the action of Dramamine on vestibular function, Gutner 
and his associates found that Dramamine “significantly delayed the onset 
of nystagmus, shortened the duration of nystagmus and increased the milli- 
amperage necessary to effect tilting.” 

The great effectiveness of Dramamine in motion sickness, they state, 
“...is probably related primarily to its ability to depress vestibular func- 


DRAMAMINE® 


BRAND OF DIMENHYDRINATE 
—for prevention and treatment of motion sickness — 


Tablets — 50 mg. SS 
Now available in these dosage forms: - Liquid — 12 mg. per4cc. ¢ Ig 
( Average dose — 50 mg. ——_— 


*Gutner, L. B.; Gould, W. J., and Batterman, R. D.: Action of Dimenhydrinate (Dram- 
amine) and Other Drugs on Vestibular Function, Arch. Otolaryng. 53:308 (March) 1951. 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 
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COUNCIL ACCEPTED 


A DEPENDABLE, QUICK-ACTING 
CEREBRAL AND MEDULLARY 
STIMULANT 


Metrazol is indicated for narcotic depression, 

for instance, in poisoning with barbiturates 

or opiates, in acute alcoholism and during the 

operation and postoperatively when respiration 

becomes inadequate because of medullary de- 
Metrazol, pentamethylentetrazol pression due to the anesthetic. 


Ampules, | cc. and 3 cc 
Sterile Solution, 30 ce. vials Inject 3 cc. Metrazol intravenously, repeat if 


Tablets and Powder necessary, and continue with | or 2 cc. intra- 
muscularly as required. 


oll Corp . Orange, N. 


APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims “8 ome all year round cli- 
mate , dl La th and comfort. All natural curative agents are used, such as phys! repy. occupational therapy, 
y, outdoor sports, horseback riding, etc. Five beautiful golf courses are an ble to patients. Ample 
facilities tor classification of patients. Rooms single or en suite with every comfort and convenience. 
For rates and further information write 


APPALACHIAN HALL, ASHEVILLE, N. C. 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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Luzter’s Fine Cosmetics and Perfumes 


As Advertised In Publications Of The American Medical Association 
Are Distributed In North Carolina By: 
MRS. BEE DEVONDE, Divisional Distributor 


1231 Armory Drive 
Charlotte, N. C. 


Distributors 
MRS. CLYDE MORRIS 


MRS. 
Westwood Homes Mocksville, 


MRS. WHITMAN 
1 
als Hickory, N. C. 


Salisbury, N. C. 
MRS. LILA CULBRETH 


MRS. ANNIE LIPE MRS. THELMA HAIR 


Drawer 5387 Box 59 155 E. Poplar Street 
Rutherford College, N. C. Forest City, N. C. Mt. Airy, N. C. 

MRS. BROOKSHIRE MRS. JACKIE BOYLES MRS. NORINE 
Route Box 1189 Morganton, N. C. 

Lenoir, N. % Statesville, N. C. 


DOOLEY AND DOOLEY, Divisional Distributors 
P. O. Box No. 1744 
Phone No. 4-0706 Charlotte, N. C. 


Distributors 

MRS. EDNA P. McPHERSON PEARSON MRS. P. 0. SKIDMORE MRS. DORIS CATON 
1005 Waters Street oston Circle 129 Montgomery Ave. 183 North Spring Street 
Lumberton, N. C. ha a mg N. C. Albemarle, N. C. Concord, N. C. 
Phone No. 445 Phone No. 218 Phone No, 8722 
MRS. sf Ful COHOON MISS MAXIE JONES MRS. FLORENCE COOK MRS. CATHERINE BURNS 
408 Gold Stree 808 Frederick Apt. 1815 Thomas Ave. Pinebluff, N. C. 
Shelby, N. C. Charlotte, N. C. lotte, N. C. 

Phone No. 46141 Phone No. 32509 


FIELDS AND FIELDS, Divisional Distributors 
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Box 9561 ; 
Phone No. 3-3938 Raleigh, N. C. 
Distributors 
PEARL MAY GLADYS MILLER MRS. SALLY ADAMS POWELL AND POWELL 
1112 Oval Drive 41 Carolina Apt. 13 B ell Ave. Box al 
Du % ee Wilmington, N. C. Ralei mC. Goldsboro, N. C. 
Phone 8-4356 Phone 2-6981 Phone No. 2-1105 Phone No. 1749 W 


SADIE B. LUPTON 


as. RHEA 
Vandemere, N. 


511 Glenville 


Windsor N. Cc. Fayetteville, N. C 


Phone No. 4875 


MARGARET MOYERS MARY COLLINS 
Whiteville, N. C. Route 5, Fay 


Phone No. 826-W Ral 
Phone No. 8987 


Fone No. 204-6 


KENNEDY AND KENNEDY, Divisional Distributors 
2608 High Point Road 
Greensboro, N. C. 
Distributors 


IN MRS. ESSIE_O’NEAL 
ta No. 6, Box 203A C-30 Kivett Drive 


x 
Point, N. C. High Point, N. C. N.C. 


MRS. ALYCE H. LORTZ, Divisional Distributor 
P. O. Box C-1 
Phone No. 3-2830 Greensboro, N. C. 
Distributors 


MRS. MABEL KEESEE 
Box 1166, Greensboro, N. C. 
Phone No. 38-3030 


LORRAINE 
Ave. 


wens. MARY ETTA ROUTH MRS. MARJORIB LAMBETH 
Winston Salen 
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LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Eighteen Years of Satisfactory Service to the Medical Profession 
HERE IS A POLICY WITH NO TECHNICALITIES 


Incontestable after one year, as to origin of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement required. 

Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $400.00 per month 
for Total Disability due to ACCIDENT LIFE 


Loss of Time: Pays $400.00 th 
for Total Disability due to SICKNESS up to $9600.00 


Hospital or Graduate Nurse at home, 
$200.00 per month, additionally, up to 400.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 100.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 


WRITE 
RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 


222 PIEDMONT BLDG. GREENSBORO, N. C. 


Grom Our 


WESTBROOK 
PORTFOLIO 


A private psychiatric sanatorium 
employing modern diagnostic and 
treatment procedures—electro 
shock, insulin, psychotherapy, occu- 
pational and recreationa! therapy— 
for nervous and mental disorders 
and problems of addiction. 


Lore, 44\) This view of the Administration Building is typical of the 
: restful beauty of the Westbrook 125-acre estate. 


WESTBROOK SANATORIUM 
WESTBROOK 
SANATORIUM 


EST.1911 


President Associate 


REX BLANKINSHIP, M.D. THOMAS F. COATES, M.D. 


PAUL V. ANDERSON, M.D. JOHN R. SAUNDERS, M.D. 
Staff: 
Medical Director Associate 


P. O. Box 1514. RICHMOND, VIRGINIA Phone 5-3245 
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Doctor, 
be your own 
Judge... 

try this 
simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between 
PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—Insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The ( OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 


non-resident care. 


R. Charmeon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 


Refresh...add zest 
to the hour 


DRINK 


REG US PAT OFF 
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Quinidine 
Sulfate 
Natoral 
(Davies, Rose) 
0.2 Gram 
(approx. 3 grains) 


Athaiowdally standardized 


DAVIES, ROSE & CO., Le. 
Boston, Mass. 302 


\ 

The symbol 
of 
a standardized 
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McKesson 
Waterless Metabolor 


Designed for the Utmost in Efficiency 
and Economy 


The technique of operation is simple with all 
factors that influence accuracy taken into con- 


sideration. 


The entire unit is extremely sturdy in con- 
struction and built to give years of trouble-free 


operation. 


Powers & Anderson 


Winston-Salem, N. C. 
Norfolk, Va. 


M. D. North 


Carolina 


1904 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 
are to be found. ; : 

WorTH WILLIAMS, Business Manager R. M. BUIE, JR., Medical Director 
Address: GLENWOOD PARK SANI¥ARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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when 


pops 

up 

everywhere 


ILL-POWER alone is a poor defense 
against the constant prodding of temptation. 
That’s where Desoxyn Hydrochloride comes in— 
curbing the appetite, uplifting the patient’s morale. 

Weight for weight, DEsoxyn is more potent than 

other sympathomimetic amines so that smaller doses can 

produce the desired anorexia with a minimum of side-effects. PRESCRIBE 
One 2.5-mg. or 5-mg. tablet before breakfast and 

another about an hour before lunch are usually sufficient. é p 

In addition, DEsoxyn has a quicker action, longer effect. 


® 
Desoxyn is equally effective as a valuable adjunct in 
depressive states associated with the menopause, prolonged ° 
illness and convalescence as well as in the treatment of 


narcolepsy and for adjunctive therapy in alcoholism. All 


pharmacies have DEsoxyn in 2.5-mg. and 5-mg. (METHAMPHETAMINE HYDROCHLORIDE, ABBOTT) 
tablets, in elixir form and in 1-cc. ampoules Abbott 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


Medicine: 


Alexander G. Brown, Jr., M.D. 
Manfred Call, III, M.D. 

M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D 


Orthopedics: 
Beverly B. Clary, M.D. 


Pediatrics: 


Charles P. M: m, M.D. 
Algie S. Hurt, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


Charles C. Hough 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D. 


Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


POST ILLUMINATED CAUTERY 


ACCIDENT - HEALTH - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
COME FROM DENTISTS GO TO 


$5,000.00 accidental death $8.00 
ly mnity, Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, Quarterly 
accide 
$24.00 


nt and sickness 
$15,000.00 accidental death 

$20,000.00 accidental death $32.00 
$100.00 weekly indemnity, Quarterly 

accident sickness 

Cost has never exceeded amounts shown 
ALSO HOSPITAL POLICIES FOR MEMBERS’ WIVES 


Illuminated Cautery, ready for use 
on 110 volt current, a.c. or'd.c., 
complete with three (3) Practi- 
tioner’s Points .... . . $27.00 


CAROLINA SURGICAL 


SUPPLY COMPANY 


RALEIGH ened DURHAM 
NORTH CAROLINA 


AND CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used 
for members’ benefits 


$4,000,000.00 $18,300,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
of our members. 

Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH ASSOCIATION 
50 years under the same management 
400 FIRST NATIONAL BANK BUILDING, OMAHA 2, NEB. 
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Highly effective Welltolerated Imparts a feeling of well-being 


} 


Most menopausal patients 


ief 
experience striking relie 


n 
of symptoms with “Premarin: 


also known as Conjugated Estrogens (equine) 


f 


S202 «= AYERST, McKENNA & HARRISON Limited + New York, N. Y. * Montreal, Canada 
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TO ALL my PATIENTS 


| Tinvite you to discuss frankly 
with me any questions regarding 
my services or my fees. 
The best medical service is based 
on soy mutual under- 
standing between doctor and patient 


your key 


to the best medical service 


mutual 


Yes, doctor, the best medical 


service is based on friendly, mutual understanding between doctor and 


patient. To help you create better public relations, the 


American Medical Association is making available—as a service to its members— 
an attractive new plaque to be displayed on an office desk or wall. This plaque will 


open the door to better relations with your patients because it encourages 


questions regarding professional services and fees. Price is one dollar—order 


yours today. Fill out the coupon and send to order department 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St., Chicago 10, Ill. 


Send me__‘‘To All My Patients” plaques. 


$ 
price postpaia name 
address 


(__ ) state 


city. 
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New Nutritional and Therapeutic 
Measures Shorten Period of 
Treatment for Alcoholism 


During the past year control tests have been conducted by the parent 
Keeley Institute using the latest findings in treatment for alcoholism. For- 
merly best results were obtained with a four weeks course of treatment. 
Now, with the use of new nutritional and therapeutic measures the length 
of time required for treatment may be shortened to two weeks in most cases. 
Time required on each case depends on the progress and condition of the 
individual patient. 
Basically the Keeley treatment for alcoholism remains the same. Anta- 
buse and conditioned reflex are not employed, nor is the patient subjected 
to unnecessary restraints. 
The shorter treatment period saves the patient valuable time and re- 
sults in a worthwhile saving in incidental expenses, nursing and other serv- 
ices. 
It is the practice of the Keeley Institute to be guided by the instruc- 
tions of referring physician. He is also kept informed of the patient's pro- 


gress. 


Professional inspection is invited at all times. Advance reservations are 
advisable, especially for lady patients. 


we K celey INSTITUTE 


Greensboro, North Carolina P. O. Box 29 


Telephone 2-4413 


Ben F. Fortune, M.D., Associate Medical Director 


A. F. Fortune, M.D., Medical Director 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. 


J. T. Vernon, M.D. 


ments. Located in Piedmont 


The three m 
to the care and service of the patients. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and i 
Equipped for treatment by approved methods. Billiards, tennis and other ete eee. 
orth Carolina, the climate is mild and invigorating at all 


seasons. 
edical officers of the staff reside at the sanatorium and devote their full time 


Edgewood Sanitarium Foundation 
Orangeburg, South Carolina 


A non-profit institution for the study, care 
and treatment of emotional, mental, 
personality and habit disorders 


Licensed by S. C. State Board of Health 

Member of the S. C. Hospital Association 
Approved by American Medical Association 
Member of American Hospital Association 


All recognized psychiatric therapies 
are used as indicated 


For detailed information, write or call 


ORIN R. YOST, M.D., Director 
100 Beds Phone 1620 


VOLUME 12 
of the 


North Carolina 
Medical Journal 


NOW READY FOR DELIVERY 


Handsomely and durably bound, suitably 
inscribed, regular library style. Indexed. 


$7.50 PER VOLUME 


Your copies of the Journal for the year 
1951 should be sent postpaid to publish- 
er. Missing copies, if available, furnished 
at 50 cents each. July issue entirely 
exhausted. 


ORDER NOW 


CARMICHAEL PRINTING COMPANY 
Winston-Salem, N. C. 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 


J and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


> The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 


in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia— Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hotmones-Vitamin Treatment Copyright 1952, H. N. Alford, Atlanta, Gas 
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SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


James P. King, M.D. 
Director ; 
James K. Morrow, M.D. Daniel D. Chiles, M.D. 
Thomas E. Painter, M.D. Wendell T. Wingett, M.D. 
James L. Chitwood, M.D. 


Medical Consultant 


Year round private home and school 
for girls and boys of any age on pleasant 
150 acre farm near Charlottesville. 

Individual training and care, expert 
teachers, Limited enrollment, amusements, PATRONIZE 
special diets, medical care if necessary. 
Entrance made at any time. Write for 


THE THOMPSON 
HOMESTEAD SCHOOL 
Free Union, Virginia 


This space reserved for the usual monthly advertisement of Hoye’s 
Sanitarium, Meridian, Mississippi, pending change of name and the 
preparation of appropriate advertising matter. The name of the insti- 
tution was changed on January 14, 1952, to THE EARLE JOHNSON 
SANATORIUM. 
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Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephones: 1004-1005 


BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol] Addictions 


JAS. N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 
Dept. for Men 


JAS. N. BRAWNER, JR., M.D. 
Dept. for Women 


Therapy for Vascular 
Headache to Reverse the 
Physiologic Disturbance 


Headache, a problem encountered in all kinds of medical 
practice, may occur in association with any of a variety of dis- 
orders, some organic, other purely functional. 


Among the several types, functional headaches present the 
greatest problem because of their obscure etiology and re- 
current nature. 


Among these are: 
Migraine (both classical and variant forms) 
Tension headache 
Psychogenic headache 
Histaminic cephalgia 


Wolff and his co-workers established that-the pain of these 
headches is due to disturbance of the tonus of cranial blood 
vessels — hence the term vascular headaches. 


The craniovascular changes associated with the several 
phases of the typical migraine attack are: 


Vasoconstriction — to which the visual prodro- 
mata are attributable. It is possible to abort the 
attack during this phase in all but a few cases. 
(See treatment below.) 


Vasodilatation — as the vessels lose their tone, 
exaggerated pulsations set in, resulting in the 
throbbing pain which characterizes vascular 
headache. Treatment for the attack is still effec- 
tive during this phase. (See below.) 


Vessel Edema— if the vasodilation continues 
for too long, vessel walls become edematous; 
this changes the character of the pain to a steady, 
intense aching. The attack can now no longer be 
checked, even with maximum dosage of specific 
drugs. Moreover, sustained headache often in- 
duces reflex neck muscle tension, a source of 
residual pain. 


Therapy: 1. Reduce the f of attacks — psycho- 
therapy and regulation of living habits to avoid fatigue and 
nervous tension. 


2. Relieve the acute attack — of the numerous 
drugs which have been tried, ergotamine and its derivative 
reparations have proved most effective. The newest product 
is oral tablets of Cafergot®, N. N. R. (ergotamine with caffe- 
ine ‘Sandoz’). When dosage is adjusted to the needs of the 
individual, Cafergot will give relief in 85% of cases. It 
enables a greater number of patients to benefit from early ad- 
ministration since the oral route simplifies treatment as com- 
pared to parenteral therapy. 


The dosage procedure is: 
1. Take 2 tablets at first sign of the attack. 
2. If attack continues, take one additional 


tablet every %2 hour until attack is 
terminated (max. 6 tabs. per attack). 


Many migraine patients delay taking medication until the 
attack is at its height. Explicit dosage instructions may be 
forgotten unless the patient comes to realize their importance. 
Therefore, to encourage adherence to correct procedure, we 
have prepared pads outlining detailed dosage instructions. 
Supplies of these INSTRUCTION SLIPS will gladly be sent 
upon request. 

Bull 34° 106, 1931, Modera® Headac 

Therapy, St. Louis, C. V. Mosby <o., 1951, Wolff, H.: 

Headache and Other Head 


Pain, N. Y¥., Oxford Uni 
Press, 1948. 


barmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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DID YOU KNOW? 


THAT—a recent research study showed 
that ice cream is completely 
digested and its nutrients are 
readily available for use in the 
body? 


THAT—the A. M. A. Council on Foods 
and Nutrition has reported fro- 
zen, concentrated orange juice 
can be as valuable a source of 
vitamin C as fresh? 


THAT—in a sampling study of school 
lunch management in 39 schools 
throughout the country, it was 
found that milk was one of the 
most popular foods included in 
the lunches? 

The Dairy Council 


WINSTON-SALEM & LEXINGTON 
106 N. Cherry Street 
Winston-Salem, N. C. 

BURLINGTON—DURHAM—RALEIGH 
310 Health Center Bldg. 
Durham, N. C. 

HIGH POINT & GREENSBORO 
105 Piedmont Bldg. 
Greensboro, N. C. 


AMERICA’S AUTHENTIC. 


HEALTH 
MAGAZINE 


3 vearrs $6.50 
vears $5.00 
year $3.00 


AMERICAN MEDICAL ASSOCIATION 


staff of visiting physicians. 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


| 
For 
Understanding 
= of Your 
Work 
| Waite | 
jn your 
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To Members ot the Medical Society of the State of North Carolina 


Are you insured under your Society’s Group Accident and Health Plan? 


SPECIAL ADVANTAGES 


PLANS AVAILABLE 


Accidental Death and Accident and Annual 
Dismemberment Coverage Sickness Benefits Premium 
$2,500 Principal Sum $25.00 Weekly $ 40.00 
5,000 Principal Sum 50.00 Weekly 80.00 
5,000 Principal Sum 75.00 Weekly 116.00 


($325.00 Per Month) 


J. L, CRUMPTON, State Mgr. 


Professional Group Disability Division 


Box 147, Durham, N. C. 
—Representing— 


NEWARK, NEW JERSEY 


Those under age 60 may apply for either of above plans. 


Below are some of the advantages to you in your Society’s Group Policy, which cannot 
be duplicated individually on the open market. 
Covers all types of disability. 

2. Company cannot cancel or restrict your benefits, regardless of number of claims, 

or kind of disease. 

No house confinement required to draw FULL benefits. 

4. Cost at least a third less, due to your Society’s special group rates. 

MORE THAN $375,000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA 
MEDICAL SOCIETY MEMBERS INSURED UNDER THIS PLAN 


Semi- 
Annual 
Premium 
$20.50 

40.50 
58.50 


This broad coverage is made possible thru the purchasing power of your State Society. Please 
submit your application promptly for proper attention, or for further information communicate with 


COMMERCIAL CASUALTY INSURANCE COMPANY 


Abbott Laboratories 
American Meat Institute 


Borden Company 
Brawner’s Sanitarium 
Broadoaks Sanatorium 


INDEX TO ADVERTISERS 


Ayerst, McKenna & Harriso povaewtcananecetesenanestanensns XXXI Physicians Casualty Association 
Bilhuber-Knoll Corporation -....000.00000000000020000.... XXII Physicians Health Association . 


Carolina Surgical Supply Company....... XXX J. Reynolds Tobacco Company 


XXIX Mead Johnson & Company 
XII Merck & Company .............. 
American Medical XXXII Parke, Davis & Company... 


--XVI_ Chas. Pfizer & Company..... 


4th Cover 
XIII 
XL & 3rd Cover 


XXVI_ Saint Albans Sanatorium XXXVI 

Dairy Council of North Carolina... IX 

Davies, Rose & XXVIT D. Searle & Company... XXI 

Edgewood Sanitarium Foundation XXXIV_ Squibb & Sons... VI & VII 

General Electric Company, X-Ray Dept........... XVIII _ Thompson Homestead School XXXVI 

Inter-Ocean Casualty Westbrook Sanatorium XXIV 

Earle Johnson XXXVI White Cross Hospital XXXV 

Lim 2nd Cover Winchester-Ritch Surgical Company .................... I 
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ADREN 


co. 
al 


Adrenalin’ 


(epinephrine, Parke-Davis) 


hormone to be isolated in pure 


crystalline form 


American antihistaminic 


Benadryl) 


(diphenhydramine hydrochloride, Parke-Davis) 


| 
| ADRENAS 
CHLO® | 
1:1000 
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ALIN® 
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physica 
See back javel- 
PARKE, DAVIS 


Theelin 


(ketohydroxyestratriene, Parke-Davis) 


(chloramphenicol, Parke-Davis) 


/ 

and only antibiotic synthesized 
on a practical scale 


250 MG. 


Tig 
With s dispensing 
Prescription, 


The Parke-Davis label, known and relied on the world 
over, is a respected symbol in research, in clinical 
investigation, and in quality production. 
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JOHNSON & 00 


IND 


REQUENT mention in authoritative pedi- 

atric literature supports the classic caloric 
distribution of 15% protein, 35% fat and 50% 
carbohydrate for infant formulas. 

This assures ample protein for development 
of sound tissue structure. And it supplies ade- 
quate carbohydrate to spare protein for its essen- 
tial functions, meet energy needs, promote good 
fat metabolism and maintain water balance. 

This classic caloric distribution is conven- 
iently represented by 1 part evaporated milk 
and 2 parts water with 5 per cent added carbo- 
hydrate—roughly 1 tablespoon of Dextri- 
Maltose to each 5 ounces of formula. 

For over 40 years, milk and Dextri-Maltose 
formulas with these approximate proportions 
have enjoyed consistent clinical success. 


MEAD JOHNSON & CO. 


EVANSVILLE 21,I1ND.,U.S.A. 
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